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Assures a more normal 


fecal consistency. 


1, Petrolagar is more palat- 6, Does not interfere with 
able. Easier to take by secretion or absorption. 
patents with Augments intestinal con 

ngs tents by supplying an un- 
by dilution. absorbable fluid. 

2. Miscible in aqueous solu- 
tions. Mixes with gastro- 
intestinal contents to form 
a homogeneous mass. 


8 a More even distribution and 
dissemination of oil with 
gastro-intestinal contents. 


Z5' 3. Does not coat intestinal 
mucosa. Petrolagar is an 
aqueous suspension of 10, Less likely to leak. 
mineral oil — oil in water 
emulsion. 


11, Provides comfortable 
bowel action. 
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4, No accumuiation of oil in 


12. Makes possible five types 


of Petrolagar to select from 
5. Will not coat the feces to meet the special needs 
with oily film. of Bowel Management. 


Petrolagar — Liquid petrolatum 65 cc. emulsified 
with 0.4 Gm. agar in a menstruum to make 100 cc. 


Petrolagar 


Petrolagar Laboratories, Inc, e 8134 McCormick Boulevard e Chicago, Illinois 
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ASSAY—The Control 
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materials before they are ac- 
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The past year has seen a broadened participation 
in major research, has brought increased aptitude 
in pharmaceutical manufacture, and represents 
another period of progress made possible by the 
physician’s belief in Lilly quality. Worthy of con- 
fidence, Eli Lilly and Company will continue to 
practice the rules of conduct which have become such 


an inherent part of the organization’s structure. 
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ACUTE HEMATOGENOUS 
OSTEOMYELITIS* 


Paul C. Colonna, M.D.** 
Oklahoma City, Oklahoma 


In the discussion of such a complex subject as 
Osteomyelitis, I will try to limit my remarks to a 
consideration of the acute hematogenous form, rather 
than try to treat the entire subject of osteomyelitis. 


From the historical standpoint it is interesting to 
learn that in the remains of prehistoric animals there 
have been found bone changes similar to those 
caused by infection.’ It was not, however, until the 
fourteenth century that John Ardenne advocated the 
removal of the dead bone fragments. Scultetus in 
1634 is credited with being the first to resect the 
shaft of a long bone for infection. In 1705, J. L. 
Petit described an acute disease of the long bones and 
Nelaton in 1834 suggested that the term “osteo- 
myelitis” be used to designate infection of bone. In 
1896, Lexor produced acute hematogenous osteo- 
myelitis in rabbits and described the pathological 
features while Senn in 1895 observed that the pri- 
mary focus was to be found in the metaphysis, and 
advised early drainage of the bone as the treatment 
of choice. In 1922, the late Ciarence Starr published 
his practical and famous paper on acute hematogen- 
ous osteomyelitis proving that it is a circulatory di- 
sease, and suggested early drilling of the bone in the 
region of the metaphysis as the most satisfactory 
method of treatment. 


Acute hematogenous osteomyelitis is a blood 
stream infection, and is most frequently seen in 
young children, although the acute form in the long 
bones has been reported in adults. The adult form, 
however, differs very markedly from the disease of 
childhood as Zadek has so well pointed out in his 
report of nine cases. Statistics from our own Ortho- 
paedic Department show that ninety per cent of all 
cases have involved either the tibia or femur in the 
acute infection, and that the condition is almost 


*Read before the Shawnee County Medical Society —October 2nd, 
1939, Topeka. 


**Professor of Ortho ic Surgery, University of Oklahoma 
School of Medicine, Oklahoma City. 


always the result of either staphylococcus or strep- 
tococcus infection. 


PATHOLOGICAL ANATOMY 


A brief review of the physiology of bone serves 
to refresh our memory and explain more clearly the 
clinical picture encountered. Long bones are formed 
of three different and important varieties of tissue; 
the bone tissue proper, the marrow tissue and the 
peripheral fibrous vascular membrane—the perios- 
teum. The bone tissue proper is made up of cellular 
elements and matrix, while the marrow tissue is 
richly vascular containing numerous thin-wall capil- 
laries, veins, and arteries and filled with two varieties 
of bone marrow, the yellow and red. For many years © 
the limiting membrane about the bone has been the 
subject of numerous controversies. The periosteum 
is a richly vascular fibrous membrane possessing two 
well recognized layers and at full growth the perios- 
teum becomes firmly adherent to the shaft of the 
bone. In childhood the connection except at the 
epiphyseal line is much less marked. At the epi- 
physeal end the periosteum dips into the epiphyseal 
line and is firmly adherent to the epiphyseal carti- 
lage. This point is of great practical importance in 
regard to the spread of the infection as shown by 
Figure 1. Circulation to the long bones is supplied 
by the nutrient artery which perforates the cortex 
at about its middle and immediately divides, one 
branch going toward each extremity. This vessel and 
its tributaries supply the medulla and the endosteum 
and anastamose freely with the cortical vessels 
through the haversian canals. In addition to this main 
source of supply, the cortex is supplied by the peri- 
osteum and the epiphysis is supplied from the cor- 
tical vessels following the line of the epiphyseal 
cartilage. In brief then, the long bones are made up 
of two spongy ends, while the shaft between is in- 
cased in this thick soft membrane called periosteum 
and the hollow canal in the shaft is lined with the 
endosteum and filled with marrow tissue. Included 
in the deep layer cells of the periosteum are the 
osteogenetic or regenerative type of cells. This type 
of cell is also found in the endosteum to a much less 
degree. In the spongy ends of the bone or metaphy- 
seal areas are located the capillary loops where there 
is marked slowing of the blood stream and sedimen- 
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tation or pooling of the blood may occur in the 
venous spaces. Lexor and his co-workers believed 
that the purulent foci were of embolic origin, the 
emboli coming from the thrombophlebitis produced 
at the primary site of infection which they believed 
to be in the metaphyseal region. This generalized 
disease may have a predisposing cause that lowers 
the general resistance of the individual, but as a rule 
local trauma plays the important part in localization 
of the infection. Following any infection or minor 
injury the virulent staphylococci living on the skin 
as saprophytes may become invasive and the offend- 
ing organism after circulating in the blood reach 
the capillaries in the metaphyseal region of the long 
bones. Due then to the lowered local resistance, small 
inflammatory areas may begin in the metaphyseal 
region. This small minute abscess spreads and throm- 
bosis contributes to the bone necrosis so that the 
destructive phenomena of osteomyelitis—i.e.—necro- 
sis and bone caries ensue. Within twenty-four hours 
a definite change may be noted and the grayish 
necrotic parts become surrounded by an increased 
hyperemic zone. The infection ordinarily spreads 
through blood vessels to the medullary canal, then 
through the haversian canals to the periosteum. The 
periosteum is easily raised from the cortex in chil- 
dren and the infection spreads more or less rapidly, 
depending upon the virulence of the infectious or- 
ganism, and upon the resistance of the patient. After 
formation of this localized abscess, the neighboring 
joint, if the epiphysis is extra-articular, is usually pro- 
tected from the spread of the infection by firm at- 
tachment of the periosteum at the epiphyseal line. 
But if intra-articular, the infection often ruptures 
into the joint space giving rise to a pyarthrosis. It 
rarely happens that direct extension occurs through 
the epiphysis and through the articular cartilage, but 
the usual course is that several abscesses coalesce and 
then under pressure begin migrating subperiosteally 
by ways of the haversian canals. 

This disease is most common between the ages of 
two to ten and boys are more frequently affected 
than girls. It must always be remembered that in 
acute hematogenous osteomyelitis the disease of the 
bone is secondary to the infection elsewhere in the 
organism. The tendency of the staphylococcus organ- 
ism to localize itself and grow in a place already in- 
jured mechanically has been well shown experimen- 
tally. Rabbits have had several ribs and long bones 
traumatized and following subsequent injections of 
staphylococcus aureus, abscesses have been repeatedly 
produced at the site of each traumatized bone. 


CLINICAL PICTURE 


The symptoms may be very mild but usually pain 
is a constant, early and prominent feature of acute 
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osteomyelitis. The primary foccus may be a sore 
throat, draining ear, infected tooth, or commonly a 
skin lesion such as 2 boil or carbuncle. Such skin 
lesions have suggested the possibility that in certain 
cases the drainage may be of a reversed mechanism 
to that ordinarily considered; namely, local trauma, 
subperiosteal hematoma, infection of the hematoma 
with subsequent periostitis, and direct extension into 
the medullary cavity. However, it should be remem- 
bered that the great majority of cases occur from a 
transient associated bacteriemia. Localized tenderness 
over the underlying bone infection with swelling of 
the soft parts and usually chills, fever and high blood 
count are characteristic. There may be signs of toxe- 
mia, such as headache, dry tongue, malaise, vomiting 
with a rapid pulse rate and a rather high temperature 
of 103 to 106. During this acute stage of the disease 
the infection is usually confined to the interior of 
the bone and during the first twenty-four or thirty- 
six hours a very careful physical examination may 
locally reveal meager findings and the balance of the 
decision rests upon the laboratory findings, includ- 
ing the possibility of a positive blood culture. Short- 
ly thereafter, however, symptoms of localized pain 
and swelling will manifest themselves and move- 
ment in the adjacent joint may be restricted and 
painful with obliteration of the normal joint con- 
tour. With the perforation of the periosteum by the 
abscess in the later stages there will be a constant 
release of tension giving rise to a dimminution of the 
pain and toxic symptoms. An overwhelming virulent 
infection may give rise to multiple foci and a rap- 
idly progressive toxemia. As a rule the infection rap- 
idly becomes localized and the diagnosis can be made 
from the history received and the signs and symp- 
toms present. 

Rarely is the roentenogram of any aid whatsoever 
in early diagnosis. 

It is generally agreed that the staphylococcus is 
the predominating invading organism. Grier and 
Shannon reported a mortality of nineteen per cent 
with streptococcus, but there was a mortality of for- 
ty-one per cent with staphylococcus. To the above 
clinical picture found in acute hematogenous osteo- 
myelitis in children must be added a slightly differ- 
ent picture in cases of acute osteomyelitis in adults. 
Here the onset is slow and insidious and the devel- 
opment of the lesion is gradual in all but exceptional 
cases. Since the periosteum is more firmly adherent 
to the bone in adults, the development of subperi- 
osteal abscesses is unlikely and the spread is chiefly 
through the central canal, resulting in the thickening 
of the shaft and periosteal bone production, but 
rarely sequestration. A roentenographic picture is 
different from that noted in children, and may be 
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confused with that of endothelioma while pain in 
acute osteomyelitis in the adult is not severe, and the 
temperature is moderate or low. It also differs from 
the disease in children in that there seems to be 
no tendency to metastatic involvement in the adult 
type. 

It is however, in the acute osteomyelitis of child- 
hood that we are particularly interested and it 
should be emphasized that roentenographic changes 
cannot be detected in the bone in the early stage 
and that the very pernicious habit of watchful wait- 
ing for bone changes is to be deplored and con- 
demned. It is probable that in the average case at 
least ten days must elapse before roentenographic 
evidence of bone destruction can be demonstrated. 
Figure 3 and 4. The earliest roentenographic change 
will show a rarefaction of cancellous bone near the 
epiphyseal line on the diaphyseal side. This early 
sign may be more apparent if films are taken of the 
opposite side as a control. 

While the bacteriemia or septicemia is usually 
present at some time in the disease, the culture will 
only be positive at certain times of the disease and 
it is generally agreed a positive culture may be often 
difficult to demonstrate from the blood in a known 
case of acute hematogenous osteomyelitis. A positive 
blood culture obtained on consecutive days is of 
some prognostic benefit, for in Crossan’s excellent 
review of the subject, he found that in a group of 
seventy-two positive blood cultures, forty-two per 
cent of these patients died. 

It should be noted at this point that the question 
of the infection occurring in patients of different 
ages should be given careful consideration for osteo- 
myelitis in infants is different in so many respects 
from the same disease found in older children. We 
usually think of acute osteomyelitis as that of a 
syndrome seen in children from two to ten, due 
particularly to the staphylococcus aureus in around 
ninety per cent of the cases. And in this age group, 
if early treatment is not instituted, sequestration, 
persistent sinuses and frequent recurrences are the 
rule. In osteomyelitis, however, in infants under two 
years of age, the disease is much more frequently 
due to the streptococcus hemolyticus in which if 
the child survives the acute infection complete cure 
and rapid recovery may be expected. This osteo- 
myelitis in infancy is severe and there is a relatively 
brief duration. Sequestration, recurrences, and resi- 
dual lesions in the bones are unusual. 


COMPLICATIONS 


Cellulitis has been mentioned as being confused 
with acute osteomyelitis, but any cellulitis secondary 
to osteomyelitis is a late sign and should not be a 
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confusing point in the diagnosis of the early infec- 
tion. Pyarthrosis should be always looked for, especi- 
ally if there is present a resistant flexion deformity, 
marked muscle spasm and pain on motion of the 
adjacent joint. This complication can be expected 
at such sites as the upper and lower ends of the 
femur and the lower end of the humerus, for the 
metaphyses are partly intra-articular and are infected 
by direct extension. In Brisgard’s series of fifty-one 
cases of pyarthrosis, restoration to normal function 
in the joint occurred in only 13.2 per cent. 


PROGNOSIS 


This disease has a poor prognosis as regards the 
restoration of normal structure and function. It is 
said that the percentage of surviving healthy chil- 
dren is approximately forty per cent of the total 
afflicted. In a general way it may be stated that 
patients with a streptococcus infection make a bet- 
ter recovery than those with staphylococcus, and it 
has been estimated that ninety per cent of all deaths 
from acute hematogenous osteomyelitis occur in the 
first two weeks of the disease. One may point out 
that a history of previous recuring skin infections is 
of serious import because it indicates insufficient 
resistance to the organism. Frazier has pointed out 
that the nearer the focus to the trunk and body cen- 
ters, the more gloomy is the prognosis, while the 
blood count with a leukocyte count of 20,000 and 
polymorphonuclear count of seventy-five per cent is 
a favorable sign. 


TREATMENT 

The treatment of acute hematogenous osteomye- 
litis must in part be decided according to the indi- 
vidual problems presented. There is a constant con- 
flict between the general resistance of the patient 
and the virulence of the organism and an accurate 
determination of these two factors may require the 
utmost skill and diagnostic ability of the surgeon. 
The surgeon must try to appreciate the pathological 
picture present in order that he may be able to aid 
and protect the patient by various types of supportive 
treatment, and by giving proper drainage at the right 
time and at the right place. A marked diversity of 
opinion exists among surgeons concerning the time 
to operate in acute hematogenous osteomyelitis. We 
believe that the treatment should be divided into 
two portions. First, immediate emergency general 
supportive treatment. Second, early conservative op- 
erative treatment. Undoubtedly opinion has defin- 
itely swung away from radical surgery in the past 
few years and at present if surgery is indicated it 
should be conservative surgery, for there cannot be 
the slightest excuse for the old practice of widely 
opening the bone along the length of the shaft ex- 
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posing the medullary canal for a distance equivalent 
to the subperiosteal stripping; the so-called gutter 
operation. This method cannot be too strongly con- 
demned and an understanding of the underlying 
pathology should make clear the futility and the 
danger of such treatment. It is of paramount im- 
portance to determine the general condition of the 
patient and his appearance may be the determining 
factor in deciding upon the time best suited for 
operation. In those instances in which the patient 
is dehydrated and toxic, or in a severe state of shock, 
an operative delay is almost always indicated until 
supportive measures can be instituted. Gentleness in 
handling these patients, combined with blood trans- 
fusions or large amounts of infusions of saline or 
glucose two to four-thousand cc, with sedation on 
admission and splinting of the part, is time well 
spent, for as a rule the prognosis is better when the 
operation is delayed until the local focus is reas- 
onably well established. Many of these acutely ill 
patients with poor general condition and obvious 
toxity have been pushed over the brink by immedi- 
ate operation, and we feel very strongly that this 
type of patient will benefit by the conservative 
therapy outlined above rather than emergency op- 
erative measures. If, however, we are dealing with a 
severely ill patient in which the general condition 
seems satisfactory and there is evidence of a spread- 
ing infection, immediate operation is advisable. This 
should usually consist of simple incision and drain- 
age with or without drilling of the bone, as empha- 
sized by Farrell many years ago. If there is a large 
fluctuating abscess which obviously needs draining, 
a small skin wound will be adequate, and in certain 
instances simple aspiration of the abscess with a 
large bore needle is satisfactory. These patients 
should be kept perfectly quiet by sedation and if 
feasible by some form of plaster splinting. If we are 
dealing with those patients whose infection appears 
to be rather mild and who are not acutely ill, opera- 
tive delay is advisable aided by chemotherapy and 
supportive treatment. This brings up the matter of 
utilizing the new drugs that have recently received 
so much publicity, sulfanilamide and sulfapyridine. 
The literature is beginning to be filled with warn- 
ings and occasional complications following the use 
of these drugs, and these dangers must be borne in 
mind. However, we feel that every attempt should 
be made early to determine the type of organism 
present and as has been pointed out by Key, acute 
hematogenous osteomyelitis occurring in a child 
under two years of age will probably be caused by the 
streptococcus, whereas in those over two the proba- 


bilities are that staphylococcus is the invading or- 
ganism. The usefulness of these drugs cannot be 
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minimized, and in spite of their occasional danger we 
feel that their early use in large doses is advisable, 
but that they should not be continued beyond a point 
where the natural defenses of the body appear able 
to take over. The value of transfusion cannot be 
stressed too much, usually these children do better 
with small transfusions of two to three-hundred ccs 
repeated every few days rather than a large trans- 
fusion at any one time. We feel, therefore, that the 
blood-borne infection of bone can be most satisfac- 
torily treated by immediate supportive treatment and 
very conservative surgery, consisting of aspiration of 
abscess, simple incision and drainage, or drilling, de- 
pending upon the stage of the process and condition 
of the patient. It must be remembered, however, that 
one should not expect a dramatic ending of the clini- 
cal signs and symptoms following any type of treat- 
ment. 

As regards the type of operation, the drilling of 
the bone by two or more drill holes should be in the 
direction of, but not into, the epiphyseal plate as in 
Figure 2 (Starr). This was described many years 
ago by Starr and seems to be the ideal method when 
drainage of the metaphysis is desired. The wound 
should then be lightly packed with vaseline gauze 
and over the sheet wadding a light plaster casing 
applied for physiological rest and prevention of de- 
formity of the affected extremity. With this con- 
servative operation we are content, and while occasi- 
onally our desire for drainage in suspected cases has 
made us operate upon some cases of mistaken diag- 
nosis we agree with Conwell who states “I would 
rather operate upon a case of mistaken diagnosis of 
acute osteomyelitis than to fail to operate upon one 
which has been proved to be an acute case, for in 
only a very small number of our cases operated upon 
early was there any marked bone changes or metas- 
tatic involvement”. 

We feel that we should interject at this point a 
word regarding treatment of acute osteomyelitis in 
the adult. Pain in this type of disease is not severe, 
and the temperature is moderate or low. The treat- 
ment in the adult, we feel should consist of the re- 
moval of a window in the cortex followed by the 
usual Orr method of treatment. 


We have treated a few cases of chronic osteo- 
myelitis with the use of maggots and have been sat- 
isfied that it is a valuable method of treatment. In 
the acute osteomyelitis, however, we do not feel that 
it has established itself as a method of much value. 
Shands and Baker have advocated the use of staphy- 
lococcus antitoxin in the treatment of staphyloccemia 
and have reported sixty-five cases upon which it has 
been used in combination with incision and drain- 
age. The technique of safely administering this is 
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Fig. 1. 
tions of spread of infection (Choyce). 


(Starr. 


rather complicated and they advise the daily meas- 
urement of antitoxin in the blood stream. Toxoid in 
the hands of Robertson has given very satisfactory 
results, but our limited experience with it does not 
allow us to discuss the method. 


SUMMARY 
In acute hematogenous osteomyelitis we are deal- 
ing with a dangerous enemy which takes a tremend- 


Sketch showing — direc- 


ni Diagram showing direction of drill holes. 


Fig. 3. Roentenograms illustrate a case 
acute hematogenous _ osteomyelitis 
taken at ten day interval. Fig. 3 is nega- 
tive for any bone change and Fig. 4 
shows early beginning bone destruction 
of almost the entire tibia, as proven by 
subsequent roentenogram. 


ous toll annually among the young children of our 
country. An evaluation of the natural defenses of the 
body versus the infective organism must be carefully 
and individually studied, for as a rule the value of 
supportive treatment and the extreme body fluid 
depletion that these patients suffer has been under- 
estimated by the profession. 


The spread of the infection is by direct extension 


. ' 
/ 
497 
Se 
Fig 
19 


498 


and by metastases, at first being localized to a single 
metaphysis. This makes it the responsibility of the 
surgeon as far as possible to combat the disease by 
both general and local measures. As the involvement 
is not primarily in the cortex of the bone or the 
medullary cavity but limited to the metaphysis, con- 
servative surgery, when surgery is indicated, should 
be directed toward this area. Or, if the disease has 
perforated the thin cortical wall of the affected meta- 
physis, one may expect extension into any of the sur- 
rounding tissues. Its extension into the adjacent joint 
will depend upon whether the epiphysis is intra or 
extra-articular. If drilling into the metaphysis can 
be made subsequent to the extension of the disease, 
the joint can be saved and many times necrosing 
and sequestration of local bone tissue everted. 
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CHRONIC BRUCELLOSIS AS 
A MAJOR CAUSE OF 
NEURASTHENIA* 


WILL S. HORN, M.D.** 
Ft. Worth, Texas 


That chronic undulant fever is a definite, if not a 
common, cause of neurasthenia is being more gen- 
erally recognized. Huddleson writes, “There is no 
question but that chronic brucellosis is responsible 
for many cases of so-called neurasthenia. The great 
difficulty is in separating the actual cases of brucel- 
losis from those that are not brucellosis”. A large 
per cent of our population for years no doubt has 
been exposed to brucella infection thru the consump- 
tion of unpasteurized dairy products. Inadequate 
laws governing pasteurization exempt relatively few 
from exposure even today. Many who rebel at the 
use of raw milk think nothing of eating butter or 
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cottage cheese made from unpasteurized cream. 
Furthermore, dust and soil contaminations from in- 
fected cow, swine and goat excreta used to fertilize 
vegetable and truck gardens undoubtedly will be 
found as new and hitherto unsuspected sources. 

A survey of the dairy herds of the United States 
in 1937 showed that 38.4 per cent of all herds com- 
prising half of the country’s dairy cows were infected 
with Bang’s disease, and of nearly twelve million 
cows tested eight per cent were positive reactors. 
Angle reports nine per cent of 7,122 Kansas City, 
Kansas children of school and pre-school ages and 
twenty-seven per .ent of 163 known exposed in- 
mates of a Kansas county farm to be positive skin 
reactors. Gould and Huddleson in Michigan testing 
an institutional population of 8,124 known to have 
consumed products from an infected dairy herd 
found 845 or 10.3 per cent showing positive brucel- 
lergin reactions with percentages varying from 6.2 
to 15.4 in the various groups depending upon the 
average duration of opportunity for infection. Con- 
servatively estimating that if thirty per cent of our 
population of 130 millions use or have used unpas- 
teurized dairy products and that if five per cent of 
these develop the disease in acute or chronic form, 
we reach the surprising estimate of two million po- 
tential brucellosis sufferers in the United States. Con- 
trary to DeJong’s statement that “it is seen mainly 
in farmers, butchers, and handlers of live stock”, I 
find it frequently among a varied and high class 
urban population. No table in the land is exempt 
from the brucella as an unsuspected guest unless it 
be one which consistently uses only pasteurized dairy 
products and which never serves raw vegetables and 
whose water supply is always protected from sur- 
face contamination. 

Notoriously undulant fever has a tendency to 
chronicity with low mortality and high morbidity. 
Recovery from the acute phase is slow and uncer- 
tain, and those recovering are subject to recurring 
episodes of low grade fever or periods of partial or 
total fatigue disability. Entering thru the gastro- 
intestinal tract the organisms may develop foci in 
the mesenteric lymph-nodes, spleen, appendix, and 
gall bladder or other structures of the body allowing 
intermittent bacterial invasion and the escape of 
toxins. Repeated consumption of contaminated foods 
(raw vegetables as well as unpasteurized dairy prod- 
ucts) increases the opportunity for infection and 
allergic sensitization. 

THE CHALLENGE OF THE NEURASTHENIC 

My interest in the problem was profoundly stimu- 
lated in December 1938 when a woman, age sixty- 
two, who for nineteen years I had treated as a neur- 
asthenic insomniac, came to my office in an attack 
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of “hysterical aphonia” intimating that she had 
reached the point of suicide as her only relief. For 
eight years I had seen her often and regularly, used 
all orthodox methods, a great variety of hypnotics 
and large doses of follicular hormone, but except for 
periods of remission she rarely slept more than three 
or four hours unless heavily drugged. I had found 
no maladjustment in her life. Her chief disturbing 
symptoms were exhaustion, nervousness, and intol- 
erable insomnia. At intervals there had been head- 
aches and arthritic and neuritic episodes. On a hos- 
pital regime there was little change. Our examina- 
tions were negative. Search for an explanation of 
the insomnia seemed hopeless. After two weeks of 
otherwise fruitless effort I applied malta fever studies 
and strange as it may seem found her skin sensitive 
to the brucella antigen. The blood showed a strong 
agglutination to B. abortus and B. melitensis. She 
had no fever, but complained of aggravated aching 
after test doses of antigen. 


For two years prior to this event I had thought 
with increasing conviction, but controlled zeal, that 
many psychoneurotic, multiple-complaint, healthy 
looking semi-invalids in reality are sufferers from 
chronic brucellosis, especially those with periodic 
elevations of temperature. Moreover, one of my 


known and most obstinate cases of chronic malta 
fever diagnosed in September 1936 had suffered 
from grave insomnia, and during two of her worst 
“malta episodes” she too had confessed fear of sui- 
cide or that she would harm me or some of her 
family. I began testing other patients who had suf- 
fered varying degrees of chronic insomnia, and sur- 
prisingly enough practically all were found to be 
skin sensitive or have a positive agglutination test to 
one or more of the brucella strains. Many had been 
under my observation as chronic neurotics for from 
one to twenty years. I then sought to test all cases 
of neurasthenia, those whom I had never seen be- 
fore as well as those who had been under my care 
previously. As a group they were weak, easily fa- 
tigued, tired much of the time, had little energy, 
headaches, palpitations, gastro-intestinal complaints, 
aches and pains, and were generally below par. Ref- 
erence in their histories to so-called “nervous break- 
downs” was frequent, and eighty per cent to ninety 
per cent complained of some sleep disorders. Of 149 
such cases tested, sixty-six or 44.3 per cent were 
positive by the generally accredited criteria for the 
diagnosis of brucellosis. Excluding nine as having 
been diagnosed when first seen, the remaining fifty- 
seven had been observed at the Clinic at intervals 
over an average period of five years and eight 
months preceding the diagnosis of chronic brucel- 
losis. From among the negative group I am now find- 
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ing definitely positive reactors by the same criteria 
when retested. Improved diagnostic methods un- 
doubtedly will find still others. 

We are all visited daily by patients whom we 
have seen so many times that we doubtless often 
wish they would go to some other doctor. Some of 
them, in fact, have been to other doctors, and, as 
one of my patients recently told me, they make the 
rounds from one to the other, completing the cycle 
ever so often, returning always with the same and 
perhaps added complaints. 

Why should people who look so well complain 
so much? Why should they persistently fail to re- 
spond to rest, tonic activities, reassuring psychother- 
apy, and such measures as now constitute the ortho- 
dox regime for the treatment of chronic nerve ex- 
haustion? Shall we still accept without challenge the 
belief that they are otherwise healthy individuals 
who have reached a state of exhaustion solely because 
of improper balance between food intake, rest and 
energy output? These should recover promptly on 
orthodox methods. Are we to passively agree with 
the psychiatrists that there is some deep rooted 
maladjustment, some emotional conflict, some hid- 
den psychic something to cause it always? 

May we not quite as cogently postulate the pres- 
ence of some hitherto unrecognized toxin whose 
protean effect on the brain and nervous system may 
be the difference between normal and abnormal psy- 
chosomatic adjustment? Weakened in body one has 
no energy, no desire, no capacity for physical resis- 
tance. Weakened in mind one has no power for 
mental adjustment or emotional control. You and I 
meet many situations casually, but when they occur 
to one long disturbed by pain, anxiety and feelings 
of mental and physical exhaustion, is it any wonder 
they have reactions of fear, frustration, confusion, be- 
wilderment, indecision and insecurity? 

For ten years undulant fever has been recognized 
as a more common acute febrile ailment, and we 
have come to look upon it with increasing import- 
ance as a cause of protracted low grade fevers. Nowa- 
days, no diagnostic survey of the tired, exhausted, 
complaining patient may be considered adequate 
which does not accord ranking consideration of un- 
dulant fever as a possible cause along with tuber- 
culosis and focal infection. The absence of daily 
temperature elevations does not relieve one of that 
responsibility for there may be long intervals with- 
out fever. For this reason the misleading term 
“chronic undulant fever” should be discarded. More 
apropos is the designation, “chronic brucellosis”. 

Chronic brucellosis may well explain the occasion- 
al temperature elevations as well as account for the 
multiplicity and persistence of complaints in neuras- 
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thenia. The toxin undoubtedly has a special affinity 
for both central and peripheral nerve tissue. Much 
like syphilis, the period of invasion is followed by 
months or years of variable quiescence during which 
the nervous system bears the brunt of irregularly re- 
curring infectious, toxic, or allergic episodes. Onset 
of the chronic state may follow a typical acute un- 
dulant fever of weeks or months duration. It may 
begin as short influenza-like episodes with or with- 
out respiratory tract localizations, or it may start as 
an acute gastro-enteritis. There are many who never 
seem to have an acute onset and still others whose 
initial invasion may have been diagnosed as slow 
fever, typhoid fever, rheumatic fever, malaria or 
dengue fever. A large number are treated for tuber- 
culosis. 

THE SYMPTOMATOLOGY OF CHRONIC 

BRUCELLOSIS 

Disturbed sleep, I believe, is the most common 
single complaint. A few have had drowsiness, but 
insomnia presents a serious problem. Often drowsy 
but unable to sleep during the day they may get 
one to four hours sleep after early retiring, but lie 
awake and restless the remainder of the night. They 
walk the floor and wonder. There may be adequate 
sleepiness without ability to reach the point of slum- 
ber, or there may be a sense of due fatigue without 
the faintest sleepy feeling. What sleep one may get 
is usually restless or disturbed by unpleasont dreams 
or nightmares. They waken tired and weary. One 
patient aptly said, “At times I’m sleepy and can’t go 
to sleep and at others I’m really tired and can’t get 
sleepy”. Longer or shorter periods of desperately 
sleepless nights may alternate with similar intervals 
of more or less improvement, but rarely adequate 
sleep. The benefit of recognized treatment proce- 
dures for insomnia in them is disappointing. Regular 
use of hypnotics in sizable doses is essential, for the 
loss of sleep adds to their sense of physical inade- 
quacy, irritability, and apprehension. Life becomes 
a burden. 

The contemplation or fear of suicide is less com- 
mon, tho in all probability a reaction to the insomnia 
and its associated despondency. It may occur early in 
the course of the disease, but is more frequent in 
those who for months or years have withstood its 
mental and physical tortures. Discouraged and des- 
pondent, misunderstood and ignored thru unrelieved 
years of suffering they become desperate and talk of 
“ending it all” or “doing something about it”. As a 
cause of protracted ill health chronic brucellosis may 
be an important preventable or controllable cause of 
suicide. Investigation of this group of pitiables for 
chronic brucellosis may be enlightening. 

Fatigue and exhaustion as a universal manifesta- 


tion of neurasthenia is no less a characteristic of 
chronic bruceilosis. There are those who have little 
reserve and tire too easily and those who are tired all 
the time and never feel rested. Most of them com- 
plainingly drag thru their duties at home or at work. 
Many are chronically incapacitated for work, except 
perhaps for longer or shorter intervals of symptomat- 
ic remission. They may feel well or ill without rhyme 
or reason. Periods of well being may terminate with 
discouraging abruptness. Loss of vitality and interest 
are coupled with a sense of helplessness and utter 
exhaustion. During such episodes they remain in 
bed, often too weak to raise a hand or speak above 
a whisper. 

Vasomotor phenomena are common reactions. 
There are frequent complaints of burning, chilling, 
paresthesias and giddiness, and one man, a case of 
fifteen years standing, wakens with hot or cold 
waves. During the climacteric characteristic hot or 
cold flashes, vertigo, etc., may confuse the physician 
and confound his therapy. Admittedly it is most dif- 
ficult properly to evaluate menopausal influences, 
but the one seems to aggravate and accentuate the 
other. Menopausal headaches, insomnia, and vaso- 
motor disturbances may be readily dissipated by 
follicular hormone, but even in enormous doses it 
has no measurable effect on the symptoms arising 
from brucellosis. 

The pains of the chronic brucellosis sufferer are 
as varied as his moods. They challenge his descrip- 
tion and often are accompanied by sensations of 
drawing, cramping, tingling, numbness, stinging, 
burning, and various difficult-to-describe paresthesi- 
as. Soreness and tenderness are not uniformly pres- 
ent, and rarely in an acute exacerbation there may be 
redness, swelling or herpes. Neuritic, myositic, and 
arthritic pains fluctuate in intensity and vary as to 
location with rheumatic-like patterns; but except for 
its mild sedative effect they are little, if at all, in- 
fluenced by salicylate therapy. A single joint or some 
particular area may more constantly exhibit pain, and 
there may be neuralgias of painful intensity. The 
ribs, neck and arms, abdomen and pelvis are among 
the most common pain locations. With all their 
pains they are long suffering. Many have been op- 
erated without satisfactory relief, and among them 
we find a good number to whom we may refer as 
“polysurgical addicts”. They are slow to recover from 
injury. Trivial and minor accidents with no more 
than bruises are apt to usher in febrile cycles as well 
as initiate or aggravate existing aches and pains. 

Their headaches may be intense, but as a rule they 
are nagging and described as peculiar sensations, 
throbbing, drawing, fullness, giddiness, etc. Usually 
they are occipital and nuchal, but may be supraor- 
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bital, frontal, unilateral or bitemporal. Rarely are 
they migrainous, but in one whose headache is quite 
effectively relieved by gynergen the brucella toxin 
is undoubtedly a prime factor in her so frequent and 
severe headaches. They become quite concerned over 
tinnitus, vertigo, and “strange feelings in the head”. 

The eyes are a source of frequent complaint. “My 
eyes tire and resent being used”, was the remark of 
one patient. Many have had glasses fitted repeatedly 
with little or no relief. They avoid close work, read- 
ing, and the cinema because of a feeling of tension 
and strain, and the fear of losing the sight may add 
to the problem. Muscle imbalance with hyperphoria 
or exophoria is found with surprising frequency, and 
twice I have seen acute bilateral redness, edema and 
chemosis of the conjunctiva during recurrent exacer- 
bations. 


Gastro-intestinal complaints are numerous. Nau- 
sea, belching and regurgitation are most common. 
Fullness and epigastric pressure with inability to 
belch may cause distracting fears. They are usually 
well nourished and the appetite good, but often fear 
prevents eating properly with consequent weight 
loss. Marked anorexia and repulsion for food is 
occasionally seen. Constipation or alternate diarrhea 
and constipation is frequent. About twenty-five per 
cent of my patients have diarrhea or bowel irrita- 
bility with stools that may be watery, mushy or 
spastic. Several have had classical subacute or chronic 
ulcerative colitis with bloody stools at intervals. Ab- 
dominal soreness and intermittent cramping are 
prevalent and occasion characteristic concern. The 
syndrome of chronic cholecystitis occurs with re- 
markable frequency, and I am constrained to believe 
that the gall bladder may be a regular, if not a con- 
stant, infectious focus, although in a goodly per- 
centage the cholecystogram has been normal. In fact, 
the finding of a normal cholecystogram in patients 
with classical stories of clinical gall bladder disease 
is significantly suggestive of chronic brucellosis. 


Irritation and discomfort of the urinary bladder 
with nocturia is a frequent complaint, but seldom 
is there a demonstrable bacilluria of any kind. 
Chronic posterior urethritis and trigonitis in women 
and prostatitis and seminal vesiculitis in men (who 
deny antecedent venereal infection) is the usual find- 
ing. Protracted periods of treatment do not relieve 
their complaints for long, and even when secondary 
bacilluria is completely cleared the symptoms are apt 
to persist or recur without bacilluria. That albumin- 
uria is relatively infrequent, that more than an aver- 
age number as a group have varying degrees of hy- 
pertension, and a few tested for kidney function 
have had an appreciable lowering of the phenolsul- 
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phonephthalein excretion may or may not be sig- 
nificant. 

Cardiac symptoms are infrequent, but one of my 
most recent cases was treated as a definite myocar- 
dial insufficiency for five weeks before his per- 
sistent weakness led to the discovery of brucellosis. 
Pains thru the chest are common and many com- 
plain of cough and a sense of respiratory oppression. 
Acute febrile episodes with and without respiratory 
localization, usually referred to as “attacks of flu’, 
are so frequent and followed by such profound and 
protracted exhaustion in known cases of brucellosis 
there is reason to believe many such attacks in reality 
are due to the brucella infection. I have once seen 
severe acute bronchial asthma during the course of a 
recurring period of fever in chronic brucellosis. 

Nightsweats and excessive characteristic perspira- 
tion occur, but infrequently when there is no fever. 
Itching without visible rash may be very annoying; 
and skin eruptions with allergic characteristics have 
been observed, though not proven to be of brucella 
origin. The eruption is usually papular or infiltrative 
in appearance, and once I have seen shot-like nodules 
in the subcutaneous fat. A disagreeable vaginitis 
with persistent watery leukorrhea and disagreeable 
odor is common, No explanation for this condition 
is forthcoming. Brucella cultural studies have not 
been made. It clears up after insufflation of powders 
consisting of kaolin, soda and sulfanilamide. 

There are four clinical types, but usually the 
symptoms are mixed with those of one type pre- 
dominating. At one visit a patient may present com- 
plaints of one type and at the next stress another. 

(1) The neuritic type in which the skeletal 
structures account for most of the aches and pains 
as arthritic, myositic or neuritic in origin; 

(2) The gastro-intestinal type wherein the pre- 
dominating complaints are dyspeptic or referred to 
or have their origin in the abdominal viscera; 

(3) The exhaustion type who tire too easily, or 
never feel rested, or who have little energy or no re- 
serve, as well as those with fearful weakness and in- 
capacitating exhaustion; 

(4) The anxiety depressed type who appear 
cheerful on the surface, but are seriously perturbed. 
Cases of major psychoses are reported, and I have 
observed one borderline schizophrenia. 

DIAGNOSIS 


The opsonocytophagic reaction of itself is not 
diagnostic. It indicates relative phagocytic activity 
and may be significant as a guide in estimating the 
phagocytic stimulating value of any given therapeu- 
tic program. It may not be relied upon to indicate 
clinical recovery for complaints continue in spite of 
a high index, and one of my patients had been built 
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up to a one hundred per cent phagocytic index, but 
still had fever and B. melitensis was recovered from 
a perinephritic abscess drained three days later. Con- 
versely, some who seem to reach a stage of symp- 
tomatic quiescence present lowered opsonocytopha- 
gic indices. 

Infectious activity may be estimated from the de- 
gree of left shift in the Schilling differential, al- 
though many of my chronic patients fail to show 
any increase in stab forms. The sedimentation rate, 
likewise, may be of value, but it too is inconsistent. 
Leukopenia is the rule and a lymphocytosis of forty 
per cent or more is significant. A priori the presence 
of fever indicates active infection, but many of those 
chronically infected have no fever or have an eleva- 
tion of 99.2 to 99.6 at infrequent and often over- 
looked intervals. By having the patient take his tem- 
perature three times daily for protracted periods oc- 
casional significant elevations may be recorded. Such 
fever elevations are of particular value if they follow 
a diagnostic or therapeutic injection of brucella anti- 
gen. 

The present accredited criteria by which the diag- 
nosis of chronic brucellosis is made are simple to 
state, but not always so easy to evaluate. Recovery of 
the organism from the patient's blood, his excreta 
or localized foci is incontrovertible, but often I ac- 
cept or reject the diagnosis on immunological reac- 
tions alone with certain mental reservations. On the 
contrary, if proper consideration be given to the in- 
filtrative skin reactions together with the blood 
serum. agglutination tests, we may be fairly certain 
of our diagnosis as a rule even in afebrile cases. 


The skin reaction is based upon the allergic re- 
sponse to the intradermal injection of five million 
to thirty million killed brucella organisms. Routine- 
ly I give eighteen million abortus-melitensis and 
eighteen million abortus-suis in separate arms. Only 
one may be positive, more frequently both. The anti- 
gen showing the strongest reaction is preferred as the 
one for treatment. Reactions are read in terms of 
redness, edema, vesicle formation and necrosis, and 
infiltration (shot formation). The more protracted 
and infiltrative the reaction, the more significant; 
and one that fades within forty-eight hours may be 
disregarded. If there is any doubt, the test should 
be repeated with a larger amount of antigen. About 
twenty-four hours after skin test doses of antigen 
and lasting from one to ten days positive reactors 
may complain of aggravation of their symptoms. 
Aching and soreness are especially characteristic, and 
not infrequently there is fever and sometimes a chill. 
A seventeen year old high school girl complained 
bitterly of the pain and soreness, and thirty hours 
following the intradermal injections had a chill with 


fever 102 degrees F., and felt as if she were taking 
the flu. Seven weeks earlier her agglutination tests 
had been negative; but skin tests done at that time 
were positive and at the end of forty-nine days still 
showed definite bluish-red shot formation. Another 
patient with chronic insomnia upon whom I had 
done the skin test in December 1938 returned at 
the end of ten weeks complaining that he still had 
“hard lumps” in his arms. I wish to point out, how- 
ever, that not all chronic brucellosis sufferers will 
show this classical protracted skin reaction, and I 
have seen it appear negative at forty-eight hours and 
then show definite edema and infiltration at five to 
ten days. 


The agglutination test of the blood serum alone 
is less dependable than the skin test, altho the one 
may be positive and the other negative or vice versa. 
A strong agglutination in 1:80 is significant, altho 
one feels more secure in the diagnosis if it is positive 
in higher dilutions. The classical Widal technic in 
our hands has given best results using separate anti- 
gens of B. abortus, B. melitensis and B. suis. Fifty- 
five per cent were positive to a single organism and 
of these four-fifths were B. melitensis, twenty-six 
per cent agglutinated two with abortus and meli- 
tensis accounting for two-thirds of these, while five 
per cent agglutinated all three. An additional four- 
teen per cent were positive to these three and the 
Huddleson antigen as well. I have found mixed anti- 
gens less sensitive and the macroscopic slide test of 
Huddleson alone not dependable as an exclusion 
test. The Huddleson antigen particularly seems to ex- 
hibit quite variable degrees of sensitivity, and the 
positive results of a very sensitive one may closely 
parallel the Widal technic. 

I wish to report some observations on patients 
showing positive skin reactions and negative agglu- 
tinations. Clinically they should have brucellosis, 
and, observing the skin reactions to persist, I began 
repeating agglutination tests in two days to two 
months. The increase in positives and in much high- 
er titer led me at first to question the technic or the 
diagnostic value of the test. I was puzzled, but these 
observations were confirmed and extended to others. 
No doubt these patients had brucellosis. Working in- 
dependently Neighbors had made the same observa- 
tions which we agree are of diagnostic significance. 
He ran a control series on negative reactors and 
found in them no increase in the agglutination re- 
sponse. My observations corroborate his conclusions. 
It appears, therefore, that an intradermal injection 
of antigen in one sensitized to brucella organisms 
provokes a rapid increase in agglutinins, while in 
one not so sensitized there is no such increase. This 
simple procedure then, if it be dependable, takes on 
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distinct importance as a diagnostic test. At the pres- 
ent time my routine is to take blood and do the skin 
test on the same day. If the skin test is positive or 
doubtful and the agglutination is negative or doubt- 
ful, blood is again drawn in seven to ten days. The 
result of this repeat agglutination test is taken as the 
final evidence for or against the diagnosis. Till con- 
trary evidence is forthcoming I propose this be used 
as a provocative agglutination test in the study of 
neurasthenic patients and others suspected of chronic 
brucellosis. Whether it may be of significance in 
acute undulant fever, I do not know. 
TREATMENT 

Sufferers from chronic brucellosis as neurasthenics 
challenge our patience and ingenuity as therapists. 
They deserve considerate sympathy and more thor- 
ough study. The usual program of rest, tonic meas- 
ures, physiotherapy, psychotherapy, and symptomatic 
relief must not be neglected. Reassuringly explain 
that until we know more of the disease and its 
eradication from the body they must make adjust- 
ment to the handicap of probable recurring symp- 
toms from time to time. Urge that they seek the 
mountains during the hot summer season for they 
improve in a cool climate. Employ sedatives and 
hypnotics wisely for optimal effect. Salicylates are 
given with little benefit. Bromides exert a favorable 
influence on the nervous and emotional reactions. 

Avoidance of all sources of further infection is 
undoubtedly of value, but perhaps more important 
to the success of any treatment program is the 
elimination of active brucella foci within the body. 
According to present day knowledge of the organism 
and its mode of invasion, our attention should be 
focused on the ileum, colon, appendix, liver and gall 
bladder as the most likely such localizations. Par- 
ticular attention is directed to the gall bladder as a 
probable common focus lending itself to surgical re- 
moval and the opportunity for bacterial studies. 
When such surgery is done, further enlightenment 
would be desirable by removal and culture of region- 
al or mesenteric lymph-nodes. 

Treatment with immune serum has been unsatis- 
factory. In a case in which I used it in 1936 there 
followed such a prolonged exhausting febrile attack 
that I never again tried it. In the same patient an 
immune transfusion was of no benefit. Vaccines 
given by subcutaneous, intramuscular, intradermal 
and intravenous methods have been most widely 
used, but their effects are inconsistent. Some use 
large doses claiming to get best results by severe 
local and constitutional reactions, while others claim 
to use minimal or subreaction doses with better re- 
sults. Non-specific protein shock has been reported 
to give good results in acute cases, but in the chron- 
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ics my observations generally are to the contrary. 

The antigen of choice for treatment is that show- 
ing the greatest sensitivity as determined by the skin 
reaction. Given by any method, unpleasant reactions 
should be avoided. The minimal or subreaction dose 
in my hands has given best results, and it is very easy 
to over-dose them. After the method of Greer, I use 
it intravenously at first three times weekly and after 
three or four weeks reduce to twice and later to once 
a week as they may improve. The recommended 
initial dose should be one hundred killed organisms 
and subsequent doses increased by a similar incre- 
ment avoiding disagreeable reactions and working 
for optional response. The sensitivity of every case 
varies, and the increase as well as the maximum dos- 
age must be determined individually. If there is com- 
plaint about persistent unpleasant reactions in spite 
of small doses in the vein, resort should be made to 
the intradermal method. Regarding the relative 
merits of the two treatment usages, I have as yet 
reached no conclusion. 

Since Welsh, et al, reported favorable effects of 
sulfanilamide on the opsonocytophagic reaction in 
undulant fever I have used that drug in doses vary- 
ing from eighty gr. daily to twenty gr. daily. It has 
been used alone and as a complement to the vaccine. 
The phagocytic response has been marked a few 
times and moderate much of the time, but many 
times a reversal has occurred. Furthermore, I find 
that phagocytic stimulation under sulfanilaamide is 
seldom sustained after withdrawal of the drug. The 
smaller doses proved more consistently effective. 


Seeking a more satisfactory medication comple- 
mentary to the brucella vaccine I used colloidal sul- 
phur hypodermatically in one case with reversal of 
phagocytosis. Sulpharsphenamine intramuscularly in 
one case gave fair response. For the past two months 
I have given sodium cacodylate intravenously fifteen 
gr. (1 gm.) to thirty gr. (2 gm.) two or three times 
weekly. In this I was prompted somewhat by the 
knowledge that for years sodium cacodylate has been 
more or less successfully used as a “tonic” in treating 
the chronic nervous invalid. So far as I know its use 
was purely empirical, but I have seen it occasion 
remarkable improvement in patients of the neuras- 
thenic type. One of my most sensitive brucellosis 
patients diagnosed in March of this year reminded 
me that she had a long period of improvement fol- 
lowing the taking of sodium cacodylate for three 
months in 1920. During the past decade, however, 
because of my good friends in psychiatry who have 
stressed the virtue of personality influence in the 
treatment of such cases and seeking always to im- 
prove my therapy, I allowed sodium cacodylate to 
fall into disuse. When I began using it in chronic 
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brucellosis, I was happily surprised that many re- 
ported improvement from the first dose. My insom- 
nia patients began to sleep. I found higher and more 
sustained opsonocytophagic response. 

Calcium cacodylate causes a similar response 
and may prove more effective. The dose is one and 
one-half gr. (0.1 gm.) or three gr. (0.2 gm.) in- 
travenously two or three times a week. Using it in 
three gr. doses twice a week in my patient who was 
so desperate for sleep as to threaten suicide she is 
now sleeping an average of six hours a night without 
hypnotics, is no longer depressed, and appears to be 
at least entering a period of symptomatic remission. 
Others are showing similar response, and some who 
complained of unpleasant reactions to the sodium 
salt have seemed to do better after taking the calci- 
um. The final evaluation of these two preparations 
is yet to be made. The cacodylate alone I believe is ef- 
fective, but whether it may prove more effective as 
complementary therapy to the large or small doses 
of vaccine given subcutaneously, intramuscularly, in- 
tradermally or intravenously remains yet to be de- 
termined. 

If you have patients who are unrelieved over 
periods of months or years and for whose continued 
complaints no adequate explanation has been found 
beyond that of the neurasthenic state, have them 
tested for brucellosis. I do not presume to argue that 
all neurasthenics have chronic brucellosis, nor is 
there occasion for blind disregard of the present day 
concept or orthodox treatment of the neurasthenic 
state. On the contrary, those who may prove to be 
positive reactors are given new hope, new courage 
and the will to carry on. He who is a victim of 
chronic brucellosis reacts badly to any worry situa- 
tion and because of it his power for adjustment is 
lessened. Whether or not a nervous system for years 
affected by brucella infection or toxemia may com- 
pletely recover remains to be seen. 

By improved methods of study we may become 
better able not only to diagnose chronic brucellosis, 
but localize it for more effective therapeutic attack. 
Especially those persons having clinical suspicion of 
cholecystic disease should be watched for the gall 
bladder I believe is the most likely toxic or carrier 
focus. It is hoped that removal of chronic brucella 
foci may yet become a reality or that some definite 
scheme of vaccine therapy, medication complemen- 
tary to the vaccine, or some chemotactic drug may 
yet be evolved that will be effective. The most ra- 
tional plan for the public health would seem to be 
the prevention of further chance for infection by 
adequate State and Federal laws governing the sale 
of unpasteurized dairy products, the eradication of 
Bang’s disease from dairy herds, and prohibiting the 


use of infected fertilizer on truck and vegetable 
farms. But while we crusade for the protection of 
generations yet unborn, let us not forget the chronic 
brucellosis patient is now with us and what we may 
do for his recognition and relief is an unsolved prob- 
lem of today. 


REFERENCES 
. Angle, F. E.: Treatment of Acute and ee Brucellosis 
(Undulen® Fever) . J.A.M.A., 105: sg 941, Sept. 21, 5. 
2. Angle, F. E., and Algie, H.: Major Poche in Un- 


dulant Fever. Ann. Int. Med., 10: y 390. June 1937 

Skin Testing for Brucellosis (Undulant Fever) in School Chil- 
dren. Ann. Int. Med., 12:495, Oct. 1938. 

Chronic Brucellosis; An Analytical the Reactors 
Among School Children. Ann. Int. Med., 12:1189, Feb. 1939. 

3. DeJong, Russell N.: Central sia System Involvement in 
Undulant Fever, With the Report of a Case and a Survey of the 
Literature. J. of Nerv. & Ment. Dis., 83:430, April 1936. 

4. Ervin, C. E.: Meningo-Encephalitis a Congiegen of Un- 
dulant Fever. South. Med. & Surg., 98:478, Sept. 1936 

5. Ervin, C. E., and Hunt, H. F.: The ene yee Treatment 
of Undulant Fever. J.A.M.A., 109:1966, Dec. 11, 1937. 

6. Evans, Alice C.: Studies of Chronic Seacellecls. Pub. Health 


1) Introduction. 52:1072, August 6, 1937 
ry Description of Techniques for Specific Tests. 52:1419, 


Rep 
( 

Oct. 1937. 

( 1V) An ~ ccm of the Diagnostic Laboratory Tests. 53:1507, 


August 26, 1938 
ine Chronic Brucellosis Patient. Am. J. of N., 39:114, Feb. 


7. Gentry, Lt. Col. E. R.: Undulant gg Oxford Medicine, 
The Oxford University Press, New York City, 4:799. 

8. Gershenfeld, L., and Butts, D. C. A.: A Survey of Undulant 
Fever and Bang’s Disease in the United States. Am. J. of Med. Sci., 
194:678, Nov. 1937. 

9. Gould, S. E., and Huddleson, I. F.: Diagnostic Methods in 
Undulant Fever a, With Results of a Survey of 8,124 
Persons. J.A.M.A., 109:1971, Dec. 11 OT. 

10. Greer, A. E.: The Vaccine Treatment of Chronic ESE by 
an ere Intravenous Method. Texas State J. of Med 2:324, 
Sept. 1936. 

11. Hammon, Louis, and Wainwright, C. W.: The Diagnosis 
of Obscure Fever; The Diagnosis of Long Continued Low Grade 
Fever. Bull. Johns Hopkins Hosp., 58:109, Feb. 1936. 

12. Huddleson, I. Forest: East Lansing, Michigan. Personal 
Communication. 

13. Menninger, W. C.: Severe Mental Disturbances Associated 
with Organic Disease. J. of Kan. Med. Soc., 37:356, Sept. 1936. 

14. Neighbors, DeWitt: Ft. Worth, Texas. Personal Com- 
munication. 

- tA — Mary A.: Studies of Chronic Brucellosis. Pub. 
ealt 

cthods Used in Obtaining Cultures. 53:1, Jan. 1938. 

16. Ross, T. A.: Psychoneurosis. Oxford Medicine, The Ox- 
ford University Press, New York City, 7:567. 

Scheidegger, S., and Stern, K.: Encephalitis in awe Di- 
sease. Ztschr. ft. d. ges. Neurol. u. Psychiat., 157:449, as 

18. Stern, R. L., and Blake, Ken W.: ihe lly Fever: Its 
Treatment with Sulfanilamide. J.A.M.A., 110:1550, May 7, 1938. 

19. Welch, H., and Wentworth, J. A.: The Use of Sulfanilamide 
in the Diagnosis and Treatment of Brucellosis. J.A.M.A., 111:226, 
July 16, 1938. 

20. Mettier, S. R., and Kerr, W. J.: Hepatitis and Cholecystitis 
in the Course of Brucella Infection. Arch. of Int. Med., 54:702, 
Nov. 1934. 

Note: The case reports included in the original article have been 
omitted because of lack of space. 


Tuberculosis Among College Students—During 1937- 
1938 over 64,000 students were given tuberculin tests 
with 25.8 per cent showing positive reactions. Since 1932- 
33 when the first figures were collected there has been a 
steady increase in the number of tests and a slow but 
steady fall in the percentage of reactors. “The value of 
the tuberculosis program to the individual student, whether 
he be the patient or the protected, is incalculable,” reports 
the Commttee. “The effort of finding tuberculosis is 
justified by the educational value alone. It is a demon- 
stration of how lives can be saved and the community 
safeguarded. This is hygiene that actually operates.” 
Ann'l. Rep. Tuber. Comm. of Amer. Student Health 
Assn., 1937-1938. 
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URINARY TRACT INFEC- 
TIONS AND THEIR 
MANAGEMENT 


A. Lloyd Stockwell, M.D.* 


Kansas City, Missouri 


Methods of investigation of patients with urinary 
infection combined with accurately applied chemical 
and urological therapy have reached a degree of 
standardization that is approved by acceptable urolo- 
gical authority. This study is an attempt to briefly 
outline the steps found most valuable in managing 
these problems. A knowledge of possible types of 
urinary infection, routine methods of investigation, 
interpretation of bacterial as well as standard urin- 
alysis, and the correct use of chemical or surgical 
therapy are pre-requisites to intelligent management. 
The following remarks analyze these factors but do 
not include tuberculosis or gonorrhea. 

Urinary infections are spoken of as renal (in- 
cluding pelvic and ureteral), vesical, and urethral 
types. In addition, adnexal disease may accompany 
or initiate any of these. Renal infections are usually 
referred to as hematogenous when infections reach 
the kidney by way of the blood stream, or urogenous 
when by way of the urinary or genital tract which 
results in involvement of the ureter-pelvic-renal 
structures by direct ascension of the ureteral lumen 
or periureteral lymphatics. (See Figure I.) 

The Hematogenous infections are usually consid- 
ered as focal coccal nephritis which occurs as renal 
carbuncle or multiple abscesses, caused by staphlo- 
coccus in which the renal cortex alone is usually in- 
volved while the urine itself may show no abnor- 
malities, and focal pyelonephritis which usually has 
no urogenital abnormality as an accessary. It is often 
seen in its acute form accompanying or following 
influenza, salpingitis, osteomyelitis and generalized 
infections, is rarely serious, and the urine usually 
shows pus and blood cells. This may fade into chron- 
ic focal pyelonephritis with urinary findings on one 
examination that show only rare pus and blood cells 
and on another examination huge quantities of each, 
including bacteria. In the early part of the disease B. 
Coli predominates, and if the disease progresses un- 
treated, secondary invadors of B. Aerogenes, B. Pro- 
teus and cocci are found, and the diagnosis is indis- 
tinguishable from chronic pyelonephritis of the Uro- 
genous type and may show calculi, caliectasis, and 
pyelectasis. 

Of the Urogenous group there are obstructive, 
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urethral and dynamic factors causing renal infection. 
Urinary obstruction is ever to be in mind when 
analyzing symptomatology accompanied by pyuria 
because nephritis, pyelonephritis, pyelitis, perin- 
ephritis, and pyonephrosis may follow any type of 
interference with the transportation of urine. Unless 
stasis is corrected, varying degrees of dilation or 
stenosis, mild to total renal obstruction, and calcu- 
losis may follow, always due to the activity of bac- 
teria in the area of stasis. Infants and children may 
have any of these findings (See Figure 2), but in 
over ninety per cent of all chronic pyurias of child- 
hood, congenital anomalies have been found respon- 
sible, according to Levine. Pregnancy is frequently 
an obstructive factor, due possibly to uterine im- 
pingement or hypotomy of the ureter due to influ- 
ence of pregnancy hormone substances in the 
blood®,®°. In the male the prostate must be analyzed 
as a factor, because a chronic prostatitis may keep 
active an upper urinary infection, by regurgitation 
into the bladder of its infected secretion. In hyper- 
trophy, the mechanical obstruction may initiate and 
keep active a pyelonephritis. “Infected hydroneph- 
rosis may or may not be a serious disease, depending 
upon the site of obstruction, the damage already 
present, the possibilities of recovery by correction of 
stasis and infection, and the state of the opposite 
kidney”®. (See Figure 3). 

Upper urinary infections secondary to urethritis 
are infrequent except in children, older girls and 
women. Any type of instrumentation of the urethra, 
bladder or ureters may induce a renal infection or 
activate a quiescent focus, although such sequelae 
are infrequent. In women renal infections are occasi- 
onally seen accompanying trigonitis induced by 
sexual intercourse. I have seen spontaneous ascension 
in girl babies from diapers by fecal soiling of the 
urethral meatus, and in older females from leukor- 
rhea and endocervicitis. 

Upper urinary infections may follow pelvic in- 
flammatory disease in women that has induced a 
periureteritis and lymphatic involvement that inter- 
feres with dynamics of peristalsis. The stasis result- 
ing therefrom permits bacterial accumulation with 
acute and chronic changes**. Similar findings may 
occur in neurogenic disturbance of the ureter. Thera- 
peutic results for the urinary tract avail little unless 
these causative factors are also eliminated. Occasion- 
ally there are seen troublesome infections of the 
upper urinary tract following surgery of the large 
bowel, especially for the resection of malignancies’. 
The cause is the acute temporary urinary retention 
following interruption of the bladder ennervation. 
The cystitis that results from the over distention of 
the bladder and catheterizations, occasionally ascends. 
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HEMATOGENOUS 


COCCAL 
STAPHYLecoccus ~ CORTICAL ABSCESS 
CAROUNCLE ~ USUALLY UNILATERAL ~ 
URINE USUALLY NORMAL. 


FOCAL PYELONEPHRITIS 
ACUTE, Accompamies 
FLUENZA, SALPINGITIS, OSTEO ~ 
AYELITIS AND ACUTE INFECTIONS. 
URINE MAY SHOW PUS AND 

RED CELLS WITH OR WITHOUT 
GACTERIA, NOT SERIOUS IF 
TREATED PROPERLY —. 
CHROMIC, DevELors rrom peor. 
WANAGED ACUTE TYPE. URINE 
SHOws Pus, RED CELLS, BACTERIA. 
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Much of this can be prevented by administration of 
sulfanilimide before and for several days following 
the bowel surgery, and the insertion of an in-dwell- 
ing catheter for forty-eight hours postoperatively. 

The acute infections of the urogenous group are 
seldom serious, and represent the optimal time for 
treatment. Chronic pyelonephritis on the other hand 
is one of the most serious problems in medicine, and 
results in increasing degrees of renal-ureteral dam- 
age, caliectasis, pyelectasis, calculosis, ureterectasis, 
with some instances of serious curtailment of glome- 
rular activity, and, unfortunately is frequently bilat- 
eral, (Figure 4). 

Infections of the bladder are usually. secondary to 
renal or urethral infections, with chronic changes 
persisting if the infection goes untreated. The causes 
within itself that may incite infection are calculus, 
foreign bodies, malignant growths, neurogenic dis- 
turbances, and obstructions with over distention. 
Treatment is correctly planned with these facts in 
mind. 

Infections of the urethra aside from gonorrhea, 
are infrequent and usually mean the presence of a 
stricture, acute or chronic prostatitis, calculus, new 


growth, and occasionally a mixed or non-specific 
urethritis which is composed of saprophytes with 
secondary surface invading bacteria. In rare instances 
trichomona may be found and the chronic focus will 
usually be the prostate or reinfection from the sexual 
partner. About the only focal infection that settles 
in the prostate is dental. A careful examination and 
treatment of involved teeth is essential in treating 
chronic prostatitis that is nonvenereal. Recent ex- 
perience in endocrine therapy also indicates that 
a nonbacterial pus can be found in prostatic secre- 
tion, where large doses of androgenic or estrogenic 
hormones have been administered. The pus cells dis- 
appeared upon cessation of endocrine treatment. 


The first step in management is a detailed history, 
especially directed to uncover previous urinary in- 
fection from birth to the present time. Woodruff 
et al®° have rather convincingly shown that pyelone- 
phritis of pregnancy occurs only when there has been 
infection previous to gestation. The physiological 
changes in the urinary tract accompanying pregnancy 
become pathological only on the basis of pregesta- 
tional urinary pathology—usually of obstructive 
type. Important also is the questioning directed to 
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oid adnexal disease, and endocervicitis in women as 
demonstrated by H.P. Winsbury-White*. 


The general examination needs to be inclusive 
and thorough before focusing attention on the 
pyuria. The best aid to classical urinalysis is simple 
gram strain of dried sediments, plus cultures of 
catheterized urines from women, and freshly voided 
from men. In addition, classical renal function tests, 
plain x-rays, intravenous pyelograms, cystograms, 
and urethral sounding may be indicated. 


These steps cannot be expected to supplant a care- 
ful urological investigation with retrograde urogram. 
By these means alone can the finer diagnoses of 
uropathies be made. 


All patients with chronic infection and those with 
acute that do not have consistently sterile urine cul- 
tures after three to four weeks of medical manage- 
ment, are entitled to the benefit of a competent and 
complete urological investigation. 


Urine bacteriology is essential because upon the 
basis of the type of invading individual or mixed 
bacteria, accurate treatment and prognosis can be 
given. For practical purposes simple gram stains of 
dried sediments are sufficient. For specific purposes, 
usually of renal infection alone, cultures are neces- 
sary. The following gives some idea of the bacteria 
usually encountered, their main characteristics, and 
response to chemotherapy. 


BACILLI 
( Gram Negative) 
Escherichea B. Aexobacter 
(B. Coli) Aerogenes All Forms B. Proteus 


Surface bacilli, rare- 

ly penetrate mucosa. 
not produce 

gross tissue damage. 


Occurs 
cent acute, ve 
© cent in- 
ections. 


Occurs in urine of 
PH six to seven when 
alone. 


Easily destroyed and 
responds well to either 
sulfanilamide or man- 
delic acid when alone; 
but best to sulfanila- 
mide when accom- 
panying chronic infec- 
tions with other bac- 
teria. 


Invades tissue, 
erodes mucosa. Pro- 
duces gross tissue de- 
formity, poor renal 
function, occasionally 
tissue necrosis and 
stone formation. 


Occurs fifteen to 
twenty per cent acute 
and thirteen per cent 
chronic infections, 


Occurs in urine of 
normal pH. 


Moderately _resist- 
ent to treatment. Re- 
sponds well in acute 
infections to either 
sulfanilamide or man- 
delic acid, but in 
chronic infections re- 
— best to sulfan- 

ide. 


Dangerous infection, 
B. Proteus splits urea, 
causes alkaline urine, 
induces stone forma- 
tion, is hard to elimi- 
nate, and may directly 
invade tissue to cause 
purulent necrosis. 


Occurs three to five 
cent chronic in- 
ections. 


Occurs in urine of 
pH seven and above. 


Extremely difficult 
to treat, usually de- 
mands surgical or me- 
chanical treatment. 
Sulfanilamide —_occa- 
sionally destroys it 
and is only drug so far 
known that is effec- 
tive against B. Pro- 
teus, 


Two bacilli, Salmonella and Shiga, are also gram 


negative and occasionally seer. in urinary infections. 
They are of importance because they produce alka- 
line urines and occasionally induce stone formation. 
They usually respond well to sulfanilamide. 
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COCCI 
(Gram Positive) 

(Our experience has paralleled that of other ob- 
servers in that we have recovered cocci from cul- 
tures of upper urinary infections of chronic type in 
twelve of fifty-one cases cultured, (23.5 per cent). 
Braasch reported twenty-eight per cent. In the acute 
focal suppurative renal infections we have always 
found cocci alone or as part of a mixed infection). 


STREPTOCOCCI STAPHYLOCOCCI 
S. Fecalis Other Types 

_. Characteristics sim- Rather rare, and The S. Albus is 
ilar to B, Coli. A sur- usually seen as mixed sometimes seen in 
face infection. If un- infection. chronic, but the S. 
treated it may persist Aureus is the com- 
to invite secondary in- monest in acute and 
vaders. Has chronic infections. 
known to induce py- Usually found as sec- 
uria and pyeloneph- ondary invaders, ex- 
ritis when hemoto- cept in che acute focal 
genous. renal lesions of ab- 
scess and carbuncle 
formation. Sometimes 
confused with the mi- 
crococci, and best dif- 
ferentiated in mass 
forming Gram positive 

cocci of urine sedi- 
ments b using 

Thompson's _tech- 
uel2,29, They can 
uce tissue po 

stone formation. 
Occurs in two per Rare. Occurs _ eighteen- 
cent acute or chronic twenty-five per cent 
infections. chronic, but the S. 
Aureus present in al- 
most 100 per cent 
acute abscesses and 


renal carbuncles. 


Occurs in urines of 
normal pH and above. 


Occurs in urines of 
normal pH. 


Occurs in urines of 
normal pH. 


May or may not re- 
spond to  Sulfanila- 
mide, but quite often 
are destroyed by intra- 
venous neosalvarsan. 
The acute fulminating 
infections are surgical 
emergencies. 


Seems to specifically Sulfanilamide is 
respond to mandelic usually quite effective 
acid therapy only. against this type. 


Chronic pyelonephritis in our experience has 
shown abacterial pyuria in twenty per cent of pati- 
ents, and mixed type of bacterial infection in twelve 
per cent. In bladder and urethral infections, mixed 
bacteria are common, with B. Coli predominating in 
the bladder, and cocci in the urethral type. In any of 
the types, there may be one or more of the rarer 
bacteria, pseudomona or alkaligenes, which are im- 
portant because of their ability to split urea and in- 
duce stone formation. They respond well to sulfanil- 
amide. Occasionally, saprophytic invaders are found 
to persist in spite of disappearance of the original 
predominating bacteria. Neoarsphenamine intraven- 
ously and retrograde use of one to three per cent 
silver nitrate have been our best therapeutic aids in 
such cases. 

Good treatment requires fulfillment of the fol- 
lowing fundamentals: 

1. Urinary stasis should be removed, whether 
from obstructive uropathy, or dynamic changes. 
2. Adnexal foci, and foci that infect the pros- 
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D. M. Female, age 7 years. Chronic left pyelone- 
Coli and B. Aerogenes infection. 
ue to congenital stenosis left ureteral lumen-lower segment. 


Fig. 2. 
= with pyelectasis, B. 


tate, must be removed. 

3. The urine bacterial flora should be identi- 
fied. 

4. The kidney must be able to excrete the 
drug prescribed. 

Acute staphylococcal renal infections are frequent- 
ly surgical, and may require an emergency nephrec- 
tomy or drainage. Fortunately, they are usually un- 
ilateral. Surgery is indicated elsewhere to remove 
stones that are obstructing or causing tissue change, 
obstructing prostatic hypertrophy, tumors and fore- 
ign bodies of the bladder, adhesive bands and ano- 
malous blood vessels outside the urinary tract, ad- 
nexal pathology in the female, plastic uretero-pelvic 
procedures to decrease pelvic stasis, and probably 
most often as nephrostomy, to put at rest a weak 
kidney so it may overcome its infection and return 
to increased function the sooner. We have done 
nephrostomy in twenty-three per cent, and Braasch 
reports seventeen per cent in his experience with 
chronic pyelonephritis. Cystoscopic manipulations 
are indicated to obliterate stricture of the urethra 
and orificial stenoses of the ureters, to induce recov- 
ery in adynamic periureteritis thus overcoming stasis 
which is often localized in the upper or lower ureter 
without evidence of back pressure, (See Figure 5); 
to extract smaller and unimpacted calculi in the 
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Fig. 3. A. T. Male, 45 years. Bilateral hydronephrosis, func- 
tionless left kidney, due to occlusion uretero-pelvic junction by 
chronic periureteritis. Symptoms fifteen years, very poorly 
managed by many doctors, who treated for ‘“‘pus in urine.’ 


lower ureter and to do pelvic lavage in the case of 
small stones in the kidney pelvis, as many of these 
stones do not require removal*. In each of the above 
procedures, involving the upper urinary tract, cor- 
rect chemotherapy is also administered. 

Experience has so overwhelmingly accumulated in 
the past two years to demonstrate the immense 
superiority of modern chemotherapy, that one may 
safely discard his previous ideas of the old urinary 
antiseptics in favor of the new. Schohl and Janney?® 
established the first scientific approach to the prob- 
lem of correct chemotherapy of urinary infection, 
by studies of hydrogen ion concentration of urine in 
relation to bacterial growth. Helmholz and Clark 
demonstrated that strong acidification of the urine 
by ketosis produced bacterio-stasis, and initiated the 
systematic search for an acid that would be bacteri- 
cidal and excreted in satisfactory concentration by the 
kidneys. Rosenheim?*** re-discovered and _intro- 
duced mandelic acid with subsequent clinical and 
laboratory experience demonstrating its value, but 
also its many limitations. Shortly after Domagk in- 
troduced Prontosil into the treatment of streptococ- 
cal infections, Temming'® described its use as a urin- 
ary bactericidal drug and, all observers noted that 
sulfanilamide was excreted by the kidneys and dem- 
onstrated urinary bacteriostasis. These two drugs are 
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Chronic bilateral pyelone- 
Symptoms 
No urological con- 


Fig. 4. G. W. Female, 32 years. 
hritis with caliectasis, pyelectasis and ureterectasis. 
intermittent pain, frequency and pyuria. 
sultation until five years after onset. 


Fig. 5. T. S. Female, 28 years. Right localised ureterectasis 
lower. half, with only moderate upper urinary changes. Due to 
stricture ureterovesical orifice. Acute onset six months previous, 
not diagnosed by intravenous pyelogram because it failed to fill 
ureter. Above urogram made at first urological consultation. 
B. Aerogenes infection, plus staphylococcus. 


the most satisfactory urinary antiseptic available 
for oral therapy at the present time. 


Mandelic acid, a simple aromatic hydroxy acid 
(CeéHsCHOH-COOH ) is excreted entirely through 
the urine unchanged, and may be prescribed as syrup 
or elixer, either plain or as ammonium mandelate. 
Schonor? introduced calcium mandelate which is the 
most palatable of all forms and is available in tab- 
lets of 0.5 gm. Various studies indicate mandelic 
acid is efficient against most of the bacteria occur- 
ring in urine but especially for B. Coli and Aero- 
genes, while it is specific against streptococcus 
fecalis. It works best in acute infections and less sat- 
isfactorily in chronict?1718, Its only contra-indica- 
tion is renal damage. Therefore, in acute nephritis 
and renal impairment it is useless because injured 
kidneys cannot excrete acid urine. It seems to fail 
where there is stasis, calculus, chronic infection, in 
the presence of B. Proteus, and staphylococci. Urine 
acidification can be determined by using any method 
for pH determination. A simple laboratory procedure 
is to use nitrazine paper and compare it to a scale 
of color changes, or use methyl red which turns pink 
at pH 5.3 and yellow to orange when pH 7 is ap- 
proached. Dosage is universally accepted as that 
which will produce a urine concentration of 0.5 per 


cent to 1.0 per cent at pH 5.5 or less, and for the 
average adult on 2000 cc a day of fluid intake, re- 
quires twelve grams of mandelic acid per day. Chil- 
dren are given one-half to two-thirds the adult dos- 
ages. The drug can be given for many weeks without 
injury, but when blood cells or casts appear in the 
urine it should be discontinued for seven to ten days 
and may be readministered with caution. If these 
conditions of dosage are not adhered to, success is 
unlikely. The additional administration of forty to 
sixty grains of ammonium chloride or ammonium 
acid phosphate may be necessary to reduce the pH 
to 5.5. 


Sulfanilamide has been termed,—“one of the most 
potent and practical urinary antiseptics that has 
been introduced””* and is bactericidal to some degree 
against all bacteria found in the urine, except strep- 
tococcus fecalis. Like other bactericidal agents, it 
follows general conclusions applied to such drugs: 
The action varies inversely with the number of or- 
ganisms, and directly with the concentration of the 
drug. It is more satisfactory in children and young 
adults where it shows almost no toxicity, and less 
suited to old people. Sulfanilamide so far in our ex- 
perience, has been the best absorbed form, and 
superior to sulfanyl sulfanilamide, and sodium sul- 
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fanyl sulfanilamide both in absorption and therapeu- 
tic results. However, some patients not tolerating it 
well, have been able to take neoprontosil satisfac- 
tory, with equally good clinical results. Sulfapyridine 
although efficient in gonorrhea, has demonstrated 
no superiority to sulfanilamide in urinary infections 
sufficient to justify the great and increased expense 
in its use. Sulfanilamide has the advantage of being 
bactericidal in urine of any pH and is useful in acute 
renal damage where the only urine excreted is alka- 
line and for the same reason is especially useful in 
B. Proteus infections that produce highly alkaline 
urines by urea splitting action. It has been recovered 
from many body fluids, and is the only chemothera- 
peutic agent recovered in bacteriostatic quantity 
from prostatic secretion. The toxic reactions of sul- 
fanilamide therapy are well known and should be 
looked for and patients instructed as to their charac- 
ter with advice to discontinue the drug when they 
appear, until further medical advice. If discontinued 
at the first sign of toxicity, reactions are mild, and 
the drug may in some patients at a later date, be re- 
administered with little or no toxicity. In the pres- 
ence of toxic manifestations, the drug may be rapidly 
eliminated in eight to twelve hours by the forced 
ingestion of large quantities, 3000 to 5000cc, of 
water*!. I usually do hemaglobin determinations on 
all patients twice weekly during treatment and dis- 
continue the drug upon any decrease from the orig- 
inal reading. 

On tissues recently operated, sulfanilamide appar- 
ently has little or no bactericidal effect. Our experi- 
ence has been it did not minimize the postoperative 
infections in any of seventeen renal operations nor 
forty-two prostatic resections studied with this in 
mind. This somewhat parallels the experience of 
Gaudin et al’®. B. Proteus infections may or may not 
respond to it. Personal experience has been discour- 
aging, but Braasch and others report control of such 
infections with sulfanilamide as satisfactory. In our 
experience, of four B. Proteus infections, two of the 
upper tract and two of the bladder, the latter both 
died of gradual tissue neurosis, and the renal cases 
still show positive culture, even after removal of 
stones and six months of persistent chemotherapy. 
However, the bacterial concentration is less than be- 
fore treatment. It is efficient in both acute and 
chronic infections with results superior to mandelic 
acid in chronic but about equal in acute gram nega- 
tive bacillary infections. Vest?* reported only four- 
teen per cent sterile urines in cystitis accompanied 
by stone, diverticulae and large residuals. In cystitis 
without complications, eighty per cent became sterile 
using sulfanilamide. In nonoperative prostatitis for- 
ty-five per cent resulted in sterile culture, but in 
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pre and postoperative prostatic surgery, urines did 
not become sterile in sufficient degree to warrant its 
routine use. However, if it was administered thirty 
or more days following surgery the urines became 
sterile in sixty per cent showing single cultures, but 
only thirty-seven per cent with mixed infections. 

Dosage of sulfanilamide is still not standardized. 
Helmholz?’ originally determined that an urine con- 
centration of 100-200 mg per cent was satisfactorily 
bactericidal and was produced by forty to fifty grains 
in-take per twenty-four hours in a patient of 150 
pounds. Clinically, this has proved very satisfactory 
and has been our method of dosage, in addition we 
administer an equal quantity of soda bicarbonate. 
Fluid intake should be held to 2500 to 3000cc. With- 
in three to four hours after taking by mouth, the 
blood level of sulfanilamide reaches its height and 
drops rapidly, to rise after the next dose’. This ex- 
plains the great variation in results from blood de- 
terminations as usually requested. A twenty-four 
hour urine determination is more reliable as a thera- 
peutic index. However, a blood level should be de- 
termined a few times in the early treatment of any 
case with probable renal insufficiency, because im- 
paired kidneys may not excrete the drug and toxic 
levels will accumulate. Two to five mg. per cent have 
usually been found in blood levels of normal indivi- 
duals, depending on how long after ingestion of the 
drug the test was made. In unilateral kidney disease, 
the drug is excreted in direct relation to the phtha- 
lein output. Children tolerate the drug well, and in- 
fants have been given up to fifty grains in twenty- 
four hours with no ill effects**. The blood level is 
highest two hours after taking, and toxic reactions 
are rare. The drug acts the same as in adults—except 
seventy-five per cent of cases developed sterile urines, 
somewhat higher than in adults. Helmholz!® advo- 
cates a dosage for children of ten grains per twenty 
pounds of body weight with an equal amount of 
soda bicarbonate, as producing a concentration of 
fifty mg. per one hundred cc of urine on normal fluid 
intake, which is satisfactorily bactericidal. 

For some coccal infections that do not yield to 
either of the drugs mentioned, we should follow the 
advice given twenty years ago by Gross!!, and ad- 
minister a few doses of intravenous neoarsphena-. 
mine. The results are often encouraging. It has been 
of special value to us in resistent staphylococcal, and 
saprophytic infections of mixed type. 


SUMMARY 


Good management of urinary infections requires 
first, an analysis of the patient; second, a knowledge 
of possible types of infection; third, an appreciation 
of urinary bacteriology and the flora in each patient; 
fourth, determination whether or not the patient is 
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a medical or surgical urological problem; and final- 
ly, application of specific chemotherapy or mechani- 
cal treatment as indicated. 


CONCLUSIONS 

1. Analysis of obstructive factors must include 
those interferring with the dynamics of urine excre- 
tion. 

2. Adnexal infections, unless removed, may keep 
the urinary tract infections active. 

3. Gram stains of urine sediments are practical as 
a guide to therapy and prognosis. 

4. Sulfanilamide, calcium mandelate, and neosa!- 
varsan are the best specific chemotherapeutic agents 
in urinary infections. 

5. Mandelic acid products to be used only in un- 
damaged kidneys that can excrete acid urine. 

6. All acute patients who do not develop sterile 
urines within three to four weeks of treatment, and 
all chronic infections, should have complete urologi- 
cal studies. 

7. All types of uropathy must be removed before 
the urinary antiseptics can be expected to be useful. 
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USE OF BARBITURATES IN 
SURGERY III* 


Maurice A. Walker, M.D. 
Lewis G. Allen, M.D. 
Graham B. Ladd, M.D. 
Kansas City, Kansas 


Lennert B. Mellott, M.D. 
Bonner Springs, Kansas 


Cases have been described in previous papers* * 
in which oral administration of barbiturates facili 
tated various procedures, permitting some to be 
undertaken with local anesthesia and some with 
none at all. With continued experience the field 
for this method has widened. An additional group 
of representative cases is reported. 

CASE 1 

A boy, aged thirteen, pulled the trigger of his air 
rifle while his left index finger covered the muzzle. 
The shot was imbedded in the pulp of the terminal 
phalanx. He was given a capsule of pentobarbital 
sodium (nembutal), 114 grains. Thirty minutes 
later, a hypodermic needle was inserted into this 
tender area and solution of one per cent procaine 
hydrochloride infiltrated. The pellet was removed 
without pain. 

CASE 2 

A male infant, aged four weeks, had the typical 
symptoms and signs of congenital hypertrophic 
pyloric stenosis. The powder in one capsule of 
seconal (sodium propyl-methyl-carbinyl allyl bar- 
biturate), 114 grains, was dissolved in twenty cc. of 
water. One-fourth of this volume was instilled into 
the infant’s rectum through a soft rubber catheter. 
After thirty minutes, a Rammstedt operation was 
easily performed, using five cc. of a solution of one- 
half per cent procaine hydrochloride in the line of 
incision. 

CASE 3 

A boy, aged ten, had ingrown nails on each great 

toe. Operations to correct these conditions were done 


*From the University of Kansas School of Medicine, 


* * Walker. se: , and others: Use of barbiturates in surgery, J. 
fooue M. Soc. 8:382 (Sept.) 1937; 39:383 and 408 (Sepe.) 
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using local anesthesia, one hour after administration 
of a capsule of seconal by mouth. 

CASE 4 

A girl, aged eighteen, had two adenofibromas in 

the left breast, one behind the nipple and the other 
in the upper outer quadrant. A capsule of seconal 
was given by mouth. Forty-five minutes later, solu- 
tion of one-half per cent procaine hydrochloride was 
infiltrated under the tumors, which were then re- 
moved through a radial incision. The patient slept 
during the operation. 

CASE 5 

A woman, aged eighty-four, stepped into a ditch 

and fractured her calcaneus, at about ten p. m. One 
capsule of pentobarbital sodium was administered, 
the foot was elevated on pillows, and she slept 
peacefully through the night. On the following 
morning, another capsule was given and she was 
taken to the hospital. A roentgenogram showed the 
fracture without displacement. A plaster of paris 
cast was applied and she returned to her home. Two 
days later when attempting to walk she slipped and 
fell, fracturing both bones at the lower end of the 
left forearm. A capsule of pentobarbital sodium was 
given. She was taken to the hospital, where a 
roentgenogram showed a typical Colles’ fracture. 
Solution of two per cent procaine hydrochloride was 
injected into the hematoma at the site of each frac- 
ture. The fragments could then be manipulated 
without pain, the deformity completely reduced, and 
a plaster of paris splint applied. 

CASE 6 


A woman, aged seventy-six, placed a box on a 
chair and climbed on this pedestal to hang some 
curtains. When she fell, a typical Colles’ fracture 
occurred at both wrists. A capsule of seconal was 
administered. She was transported to the hospital in 
a car, supporting both forearms on a soft pillow. 
Roentgenograms were taken. Solution of two per 
cent procaine hydrochloride was injected into the 
hematomas at the site of each fracture. Both wrists 
could then be freely manipulated without pain. The 
fractures were reduced using the fluoroscope. Plaster 
of paris splints were applied. She was able to re- 
turn to her home immediately thereafter. 


Self-Protected—Few physicians die of tuberculosis des- 
pite the fact that they are constantly exposed to it. Know- 
ledge defends them as it may yet defend other groups in 
the population when properly educated in self-protection. 


Early discovery of infection is a game of wits. The 
tubercle is relentless but without wit. The human race 
has wit but is indolent. Add to our wit a touch of the 
relentlessness of our enemy and he has no chance of 
survival. Emerson, K., Jour.-Lancet, 1939, 59. 
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PNEUMONIA IN CHILD- 
HOOD* 


D. R. Davis, M.D. 
Emporia, Kansas 


Most of us find considerable difficulty in deciding 
whether the child under our care has pneumonia, 
bronchitis or a bad cold. As acute upper respiratory 
diseases are our heaviest contributors during this 
season, it is economically as well as scientifically 
practical to discuss the more serious conditions which 
may occur. 

Childhood pneumonias are generally classified as 
follows: 

1. Bronchopneumonia or lobular pneumonia. 

2. Lobar pneumonia or croupous pneumonia. 

3. Chronic interstitial pneumonia. 

4. Hypostatic pneumonia. 

This discussion will be limited to lobar and bron- 
chial pneumonia. 

Lobar pneumonia is more common than broncho- 
pneumonia in the first two years of life. Boys seem 
to be more susceptible than girls. It frequently fol- 
lows colds, exposure, la grippe, chest trauma and 
general anaesthetics. In 1,146 cases of la grippe in 
children, Aldrich found nineteen cases of pneu- 
monia. 

Pathologically this condition is similar to the adult 
type, except many times children have only a por- 
tion of the lung involved and not the whole lung. 
The exudate in the aleolar sacs is less profuse. 

Cowherd! believes some cases of typical lobar 
pneumonia, clinically, never pass the congestive stage 
in their development. Frequent and severe pleurisy 
is a peculiarity of the childhood lesion; otherwise, 
the usual congestion, red hepatization, gray hepatiza- 
tion and resolution is found. 

According to Holt? the portions of the lung 
involved, in order of frequency, are as follows: 

First—left base, second—tright apex, third—right 
base, and fourth—left apex. In five to ten per cent 
of the cases both lungs are involved. 

The onset is usually sudden, with vomiting, diar- 
rhea and a sudden rise in temperature. The face 
becomes flushed, with severe headache and marked 
prostration. Cough may or may not be present. 
Occasionally there will be a severe pleurisy, the pain 
may be referred to the right lower abdomen and be 
confused with acute appendicitis. Vomiting is by 
far the most common symptom of the onset. Dif- 
fering from the adult type of infection, no rigor is 
noted. Marked pallor or coldness may usher the 
disease. The respiration may be forty to eighty per 
minute with retraction on intercostal spaces on in- 
spiration, and on expiration there is often a moan or 
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grunt A pulse rate of 140 to 180 is quite common 
in infants and young children, and this should not 
be cause for worry if the character is good. The 
sputum in children below six or seven years is swal- 
lowed but throat smears or gastric lavage will give 
sample of sputum. The earliest physical signs are 
the fine rales heard at the end of inspiration. Later, 
moderate dullness which may be found by light 
percussion. Increased breath sounds occur over the 
normal lung due to its increased work. By the 
second or third day the affected lung shows bron- 
chial breathing. Later, rales are coarse in quality 
and closer to the ear. Friction sounds are rarely 
heard. Vocal fremitus has very little value due to 
the high pitched voice in children. Very frequently 
x-ray will show consolidation before the physical 
signs are demonstrated. The exact consolidated area 
often cannot be located until resolution has started, 
due to the small size of the area involved. Cowherd! 
states “Many of these light cases are so-called central 
pneumonias situated around the bronchus with so 
much normal lung over the consolidated area that 
the signs are entirely obscured.” 

Many children with lobar pneumonia do not seem 
very ill, but seem actually stimulated, not exhausted. 
They generally do not seem toxic. It is really rare 
for a child to die from lobar pneumonia if he has 
had medical care. According to Griffith and 
Mitchell® “pneumonia begins at the periphery of the 
lung. The early shadow in the x-ray is triangular in 
shape with the base of the plurae. It is only when 
the apex of the consolidated portion has extended to 
the hilus of the lung, that bronchial breathing and 
bronchophony develop.” There are many variations 
in lobar pneumonia such as: 

(a) Abortive pneumonia where the disease may 
be over in eight hours to three days; many of these 
cases are diagnosed only with the x-ray. 

(b) Cerebral pneumonia; manifested by convul- 
sions and meningismus. 

(c) Gastro enteric pneumonia may have coated 
tongue, vomiting and diarrhea lasting three or four 
days. The pneumonia may be entirely overlooked. 

Complications and sequelae: 

(a) Pleurisy or pleuritis is common. 

(b) Five to ten per cent more empyema in 
children than in adults. 

(c) Bronchitis may occur before or after pneu- 
monia. 

(d) Otitis media occurs in fifteen per cent of 
cases. 

(e) Pneumococcic peritonitis may occur. 

(f) Pnmeumococcic meningitis is not unusual. 

Course and prognosis: 

If the disease occurs past infancy, the results are 
usually good. The lung findings may remain for 
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weeks or months. Poor prognostic signs are: 
(a) Marked cyanosis. 
(b) Great abdominal distention. 
(c) Low leukocyte count. 
(d) Positive blood culture. 

General mortality of lobar pneumonia in children 
is three to five per cent if case is well handled. In 
neglected cases and those with poor medical man- 
agement mortality during the first two years may be 
as high as twenty-five per cent. 

The diagnosis is based principally on the sudden 
onset, coldness, convulsions, vomiting and a high 
continuous temperature. Any child that has a tem- 
perature of 103 or over for three consecutive days, 
associated with an upper respiratory track infection, 
very likely has pneumonia. No doubt, a great many 
children are accredited with having pneumonia when 
only a severe la grippe is present. 

Bronchopneumonia in children is generally called 
lobular pneumonia or catarrhal pneumonia. This 
type of disease may be primary or secondary. Seven- 
ty-five per cent or more of these cases occur during 
the first two years; after the fourth year, broncho- 
pneumonia is usually a complication rather than the 
primary disease. Bacteriologically, the primary form 
is due to the pneumococcus, while the secondary type 
may be a mixed infection. 

Pathologically the lesions of bronchopneumonia 
are found in the small lobules disseminated through- 
out the lung, usually involving both lungs. The lower 
lobes posteriorly are most often affected, the left 
more common than the right. The x-ray has a patchy 
mottled appearance. 

Whether primary or secondary bronchopneumonia 
—symptoms and signs are similar—except the reac- 
tion is much more severe following some other 
disease. There is often a preceedent cold or tracheo- 
bronchitis with a rise in temperature, vomiting or 
convulsion, rapid difficult breathing, prostration, 
cough, more or less cyanosis, pulse in rapid and the 
child appears acutely ill. Temperature is more fluctu- 
ating than in lobar pneumonia; the cough may be 
severe or very slight and there may be a thready 
pulse up to 200 per minute with EKG showing a 
toxic myocarditis. The child is markedly prostrated 
in contrast to the seemingly stimulating effect of 
lobar type. The physical signs are quite often few in 
number. May have only rough breathing over both 
lungs. Generally speaking, physical signs in bron- 
chopneumonia are very difficult to elicit. The diag- 
nosis is based mainly on the symptoms and a tem- 
perature of 103 or more for three days. As this type 
of pneumonia quite often attacks a previously ill 
patient the incidence of complications is more 
marked than in lobar pneumonia., 

Relapses and recurrences are quite common. The 
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average case lasts from two to three weeks. Some 
cases go for a much longer period and some die in 
two or three days from onset. The mortality runs 
from ten to fifty per cent making the outlook much 
worse than lobar pneumonia. Diagnosis is sometimes 
very difficult to make especially during the early 
stages of the disease. Bronchitis usually does not 
manifest such a severely ill child and temperature is 
not as high. Tuberculous pneumonia usually shows 
positive sputum. Atelectasis from ricketic deformities 
does not present such a high fever and no rapid 
prostration. The sputum should be examined for 
Vincents infections and mycotic infections. 

Treatment: The best treatment is essentially no 
treatment according to Cowherd!. Nemir? reports 
151 children treated with pneumonia serum, using 
253 as controls. In patients less than two years Type 
1 pneumococcus seemed most predominant. The use 
of serum in this series of cases showed no reduction 
of mortality due to use of serum. However, most of 
the cases had their crisis in twelve to eighteen hours 
after the first dose of serum. Empyema was much 
less common. No case was treated longer than forty- 
eight hours. The serum was given intramuscularly, 
undiluted. Towson* reports 354 pneumonia cases 
between one month and ten years of age. One-third 
of the cases had aural complications. He advises 
early drainage of all bulging ears. 

The general treatment of childhood pneumonia 
includes: 

1. Change of position frequently. 

2. In bronchopneumonia, mustard plasters or 
diathermy seem to be of value. 

3. The bronchopneumonia case is greatly 
benefited by continuous tincture of benzoin in- 
halation. If cyanosis is present, oxygen can also 
be introduced into the tent with the inhalation. 
Jonix® of Groningen, Netherlands has devised 
a method of determining arterial oxygen satura- 
tion and he finds of all types of pneumonia in 
adults and children, the greatest amount of 
unsaturation exists with bronchopneumonia in 
infants. Therefore, continuous oxygen is very 
important in these cases. Oxygen may also be 
given subcutaneously in 100 to 400 cc. dosages. 

4. The diet is principally milk and fruit 
juices. Liquids are important as many cases are 
seen markedly dehydrated and often subcutane- 
ous or intravenous fluids must be administered. 
Small blood transfusions in markedly toxic 
cases seem to be of great value. 

5. If fever remains quite high and child 
seems quite listless, warm tubbings may be 
given every three hours. This should not be used 
in all cases as hydrotherapy must be individual- 
ized in each case. 
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6. Griffith and Mitchell® advise spiritus fru- 
menti in small doses every three hours; also the 
use of tonic doses of digitalis before any evi- 
dence of cardiac failure occurs. 

7. Camphorated tincture of opium or small 
doses of codeine given in sufficient amount to 
control excessive cough and restlessness. 

8. Judicious bleeding is of value in older 
children especially if evidence of right heart 
failure. 

9. Tympanites is best controlled with enema, 
hot stupes or eserine 1/500 grain may be given 
to a two year old child. 

10. Type 1 serum seems to be of some value, 
but most cases of lobar pneumonia are not sick 
enough for serum. However, in seriously ill 
children with bronchopneumonia—Type 1 ser- 
um may well be given. 

Convalesence is rapid in lobar pneumonia. The 
child should be kept in bed until evidence of con- 
solidation is gone or a week to ten days after the 
crisis has occured. 

Bronchopneumonia requires all types of tonic 
treatment. Sulphanilamide, neoprontosil and _ sul- 
fapyridine are drugs being used in many cases suc- 
cessfully. Recently the clinical results of the use of 
sulfapyridine? were observed in the treatment of 
twenty-three infants and children. These patients 
included fourteen with pneumonia, three with 
empyema, four with bronchitis, three with pneu- 
mococcic peritonitis, one with influenzal meningitis 
and one with subacute bacterial endocarditis. Despite 
the small number of patients treated, the results, 
confirmatory of the reports concerning the use of 
the drug in adults, were encouraging and should 
prompt its early use, particularly in suspected pneu- 
mococcic. If definite improvement should not occur 
in twenty-four to thirty-six hours, specific serum 
therapy should be instituted if the clinical condition 
indicates its use. 

Brenneman’ and Pounders® describe forty-five 
cases of acute laryngotracheobronchitis which might 
be confused with bronchopneumonia. However, these 
cases must be handled by tracheotomy, intubation or 
by bronchoscopic treatment. 

Reduction of mortality of pneumonia in children 
depends on training of the over anxious mother to 
avoid over clothed children and overheated, dried 
out homes. The most important contributing factors 
in common head colds are parched nasal mucous 
membranes and overheated perspiring bodies. Chil- 
dren should be hardened by wearing very little cloth- 
ing. They should be allowed to go out doors practi- 
cally every day of the year. 

I wish to present a few rather uncommon cases. 
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Each patient will be presented with a brief sum- 
mary. 

(1) 2-13-31, D. E. B. Boy, age five weeks, severe 
grippe for ten days. Both ears red and bulging, dull- 
ness over entire right chest, x-ray shows massive 
fluid collection in right pleural cavity. Paracentesis 
of both ears, profuse drainage. Three ounces of thick 
greenish pus aspirated from right chest. Later two 
tubes inserted between ribs for drainage and Dakins 
solution irregations. Normal recovery in seven weeks. 

(2) 12-29-38, B. B. Girl, age five months, severe 
cold for three days, marked cyanosis, lying motion- 
less. Immediately placed in oxygen tent. Dullness and 
bronchial breathing in right upper lobe. Both ears 
red and injected. 12-31-38 crisis—temperature from 
104 R. to 100 R.—two days later temperature became 
elevated and following paracentesis of both ears, 
temperature came to normal in a few hours. Normal 
recovery in eight days. Dismissed for home care. 

(3) 5-2-33, D. D. Girl, age nine years, tempera- 
ture of 104 degrees R. to 106 degrees R. for five 
days, no pain, no cough, respiration twenty-eight. 
Patient brought to hospital for diagnosis. X-ray 
showed central pneumonia in right lung. Lysis on 
May third and fourth. Normal recovery. 

(4) 1-10-39, P. W. Girl, age three years. Left 
upper lobe dull with marked increased breath sounds. 
Marked dehydration and anaemia. Given 500 cc. 
blood intramuscularly and intravenously. Refused 
food or liquids by mouth, given nasal feeding, pron- 
tylin—grain 5, Tid., and hypodermoclysis for five 
days. Normal recovery in ten days. 

Conclusions: 

1. The relative rarety of true pneumonia in 
childhood causes one to question the frequent oc- 
currence of childhood pneumonia as revealed in 
adult histories. 

2. Lobar pneumonia is generally mild and re- 
quires principally proper management and very 
little treatment. 

3. Secondary bronchopneumonia is the most dan- 
gerous type in childhood and requires much judi- 
cious treatment. 

4. Serum treatment is probably of no value in 
childhood, except in shortening the course of the 


disease and lessening complications. 
*Read before Lyon County Medical Society March seventh. 
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PSYCHOSIS FOLLOWING THE 
USE OF MARIJUANA WITH 
REPORT OF CASES 


Howard C. Curtis, M.D. 
Wichita, Kansas 


Marijuana also known as (Cannibis indica) and 
(Indian Hemp) grows in practically every state in 
the union. In some of the states it grows wild, in 
others it is cultivated. The plant grown in the 
United States being identical with the one grown in 
India, differing only in strength, the one grown in 
India being the stronger. 

The derivatives of this plant at one time were used 
rather often medicinally, but in recent years it has 
fallen into disuse and is now seldom if ever used in 
this country as a medicine. Records show that it has 
been used extensively by the natives of Egypt and 
at one time it was credited as causing most of the 
crime and insanity in that country. 

When used medicinally it is an anti-spasmodic, 
analgesic, anesthetic, and narcotic, a cerebrospinal 
stimulant and a powerful aphrodisiac. It increases 
intellectual and motor activity, stimulates the vaso- 
motor nerves, and raises arterial tension. In large 
doses it causes a peculiar pleasant form of intoxica- 
tion. 

The particular traits of the individual are exag- 
gerated, sexual desire is increased, the sight and 
hearing is stimulated and exalted. The pupils be- 
come dilated and frequently a cataleptic state is 
induced, and sometimes coma, but no deaths have 
been reported from an overdose. Repeated use of 
the drug causes mental confusion, deterioration and 
personality changes. 

While under its influence, the patient is usually 
expansive, hyperactive, restless and has delusions of 
grandeur and well being. They seem to lose all 
sense of space and perception, finally as the drug dies 
out they become drowsy and stuporous. For the past 
two or three years its use in this locality has seemed 
to increase, especially among the adolescent, and 
high school age. It is used at “parties” and social 
gatherings to give “kick and pep” to the party, with- 
out the user realizing its deleterious effects. Some 
of the most peculiar and atrocious crimes have been 
committed by individuals while under the influence 
of this drug. 
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I desire to report briefly three private cases that 
had an unhappy ending: 


Case 1. A white male, age thirty, family history 
negative. His parents were of moderate means and 
patient attended grade school and finished high 
school. He made fair grades. I first saw him in 
1931, when he was twenty-three years old. He 
worked at intervals in his father’s restaurant, but 
never steady. He was considered by his parents to 
be somewhat rowdy, would drink whiskey at times, 
also stay out all night from home, and associate with 
questionable characters. He also began smoking 
marijuana and was later arrested and jailed for dis- 
turbing the peace. He improved or quited down 
while in jail and after a week or so was released. 
Again in 1932 I was called to see him. His blood 
and spinal Wassermann tests were negative, he was 
restless, hyperactive, pupils dilated, he had delusions 
of grandeur and expansive ideas. We could not keep 
him at home without restraint, and his family again 
sent him to jail for the protection of himself and 
others. I ask for a hearing in lunacy at that time but 
he again showed some signs of improvement after a 
few days and no action was taken. He was again set 
free but after a short time he appeared at the jail 
again of his own accord and ask to be locked up and 
treated for his habit but he was not accepted. At 
that time he was smoking the drug rather freely and 
rolling his own. He continued his habit and was in 
and out of trouble, he was married and divorced. 
Soon his father died and he and his mother moved 
to Colorado with friends. He secured a job as chauf- 
feur from his friend. In’ a few months they drove 
back to Wichita. One night while driving his friend 
to the country he demanded that his friend sign a 
bill of sale for the car, also had him sign other 
papers. He then shot him in the chest, placed him 
in the back of the car and went to a dance. After the 
dance he drove to an open well and was going to 
throw him in but changed his mind and put him 
back in the car, then drove to the country to a 
cabin and decided to burn him. He put him in the 
cabin, set fire to it and burned a part of the building 
and decided not to burn him. He put him back in 
the car and drove around Wichita the remainder of 
the night and in the morning took him to one of 
our local hospitals and left him, where he died the 
next day. At that time the patient had in his pos- 
session a pistol, whiskey, and marijuana. He was 
arrested for murder placed in jail and adjudged in- 
sane by a commission. He was sent to the Lansing 
penitentiary and placed in the insane ward. In 
October, 1938, he was adjudged sane by the prison 
commission and he was brought back to the Sedg- 
wick County jail awaiting trial for murder. 


Case No. 2. A white male age twenty. He gave a 
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history of smoking marijuana for two years, and he 
took his first cigaret while at a party, along with 
friends. After that he took it for the kick or feeling 
it gave him. He said after he has smoked two or 
three he felt like he was stepping over the top of the 
door instead of going through it. He felt great and 
had no embarrassment. One day while shaving he 
cut his throat from ear to ear and died within an 
hour. 

Case No. 3. A white male age nineteen, a musi- 
cian, had smoked marijuana for over a year. He 
soaked it in alcohol and rolled it himself. When he 
played in the orchestra for dances the music flowed 
better after he smoked two or three cigarettes, and 
he could play fast without any effort and the music 
seemed to flow without trouble. This patient was 
killed in an automobile wreck early one morning 
while returning home from a dance. 

It appears from reading the papers of arrests and 
trials in our courts, that this habit and traffic is 
rather prevalent. This plant grows wild in Kansas 
and it has often been found growing along the 
railroad tracks and waste places. The state of Kan- 
sas now has a law prohibiting the cultivation, pos- 
session, or sale of marijuana as does practically every 
other state in the union. 

During the year 1935 the Federal Narcotic Bu- 
reau seized this illicit product in more than twenty 
states. Over 14,000 marijuana cigarettes were seized, 
the largest haul coming from Louisana. Over ninety 
per cent in the bulk pounds were seized in New 
York, six pounds, eight ounces in Kansas. Seizures 
were also made in eighteen other states. 

In April, 1937, a marijuana tax act was introduced 
to the Seventy-fifth Congress and enacted into law 
and approved August 2, 1937. This act is closely pat- 
terned after the Harrison Narcotic Act and the 
National Fire arms Act. It is an Internal Revenue 
Measure, and prohibits the growth and transference 
unless the producer, importer or dealer is registered 
with the government. 

Conclusions: The effects of marijuana are defi- 
nitely narcotic in nature. 

It is habitually taken for the stimulating effects 
obtained, and the individuals satisfaction, experi- 
enced through the temporary inflation of the per- 
sonality. No evidence exists that it is cumulative in 
its effects or that a tolerance may be developed 
through its continued use. Those who are habitually 
accustomed to its use frequently develope a delerious 
rage after its administration during which they are 
irresponsible and liable to commit violent crimes. 
Prolonged use will produce mental deterioration, 
personality changes, and insanity. 

Withdrawal symptoms have not been noted as 
seen in morphine addiction. Marijuana has a worse 
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effect than heroin. It gives the user a lust to kill, 
unreasonably without motive. Some of the most 
neinous crimes have been committed by the users of 
this drug. 


DISCUSSION BY J. E. WOLFE, M.D. 
DIRECTOR OF PUBLIC HEALTH 
City of Wichita 


Practically all the properties of the drug are men- 
tioned in the above report. However, each of the 
descriptive words used could be enlarged to pages of 
description to actually picture what they really mean. 

We wish to discuss only the acute effects of this 
drug and quote largely from Walton who has 
compiled a very interesting book based upon the 
investigations of this drug. 

Euphoria and Apprehension: 

The euphoria varies from mildly pleasant sensa- 
tions to the wildest ecstacy, although this reaction is 
by no means constant. 

Some become depressed and one has described a 
trip through hell with heat, devils, white hot pitch 
forks and all. Some think the preliminary state of 
mind may have something to do with this and 
peddlers have been known to advise their clients 
not to use the weed when depressed as they are just 
as likely to experienec the torments of hell as they 
are the joys of seventh heaven. 

Alternating character of effects: 

The experience of pleasure or torment have a 
marked tendency to occur in waves with remissions 
between. Also, a period of ecstatic delirium may be 
followed by one of gloom and torment. 

Double Consciousness: 

This is a very peculiar characteristic of the spell of 
this drug. Most of the users who have described 
their habit state this peculiar division of personality. 
They describe themselves as watching the second 
personality under the intoxication of the drug as 
though it were a different individual, yet knowing 
perfectly well that it is they themselves. As a rule, 
they are not particularly concerned by the antics of 
this intoxicated individual but rather enjoy the 
spectacle. Some habitual users, however, have been 
able to control their actions fairly well even under 
the influence of the drug. It has been reported that 
among Hindu and Mexican laborers small quantities 
of the drug seem to be an asset to them in that they 
say they do not feel their work and they do it 
quite willingly. 

Uncontrolled Criminal Violence: 

In spite of the dual personality created by the 
use of this drug and the ability of some users to 
exert a control over the effects of the drug, this 
reasoning can not always be relied upon. As a 
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result, all normal restraint may be lost and with the 
slightest provocation or even without it the individ- 
ual may commit the most atrocious acts of violence 
to himself or others. Many acts of criminal violence 
by the users of this drug have been reported all 
over the country. Considerable argument has arisen 
by investigators of this habit as to the amount of 
responsibility such criminals should be held account- 
able for. Some seem to think that such criminals are 
irresponsible and the drug wholly to blame. Others 
hold that due to the dual personality of the drug that 
the rational side of the personality being sufficient 
to acquaint the individual with what he is doing is 
sufficient to make him responsible for what he does. 
I believe it is generally now believed that the drug 
causes such acts more by its tendency to remove all 
normal inhibitions from the individual and cause 
him to ignore all normal restraining influences and 
therefore, he heedlessly commits his crimes. It may 
be said that the drug is frequently used to give the 
user courage to undertake tasks he otherwise would 
not attempt. It may also be said that certain crim- 
inals have taken it not only to increase their courage 
for the crime but also that they may use the excuse 
of intoxication as a mitigation of that crime. It is 
quite probable that the drug does not give the 
victim new ideas but probably only greatly exag- 
gerates tendencies already existing. In other words, 
it is quite improbable that the drug has any peculiar 
property that incites violence even though many 
seem to think so. 

Aphrodisia: 

One of the most popular beliefs is that of sexual 
stimulation. Many cases have been cited of sexual 
excesses provoked by this drug. It has also been 
claimed that coitus has been reinforced and repeated 
by its use. On the other hand, many users of the 
drug have reported no such sexual stimulation and 
the reading of a number of case reports leads me to 
believe that this property of the drug is not so com- 
mon as popularly believed. It is likely that much of 
this is again due to the removal of normal inhibi- 
tions. There is little doubt, however, that much of 
the use of this drug has been instituted from the 
belief in its aphrodisiac action. 

Circulatory: 

Alternate low and rapid pulse may occur but in- 
creased rate is the rule. If death occurs from the 
drug it is probably circulatory although few deaths 
can be attributed to the drug without other con- 
tributing, if not actual, cause of death being present. 

Autopsy: 

Show no characteristic pathology and further sup- 
port the probably rarity of death in which the drug 
was the primary and single cause. 

(Continued on Page 526) 


518 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


PRESIDENT’S PAGE 


To the Members of The Kansas Medical Society: 


Recently I had an opportunity to attend as a guest a meeting of the Kansas 
State Board of Medical Registration and Examination. I want first to express to 
the Board my appreciation of the opportunity to visit them, and the courtesy 
shown me as President of The Kansas Medical Society, and secondly I want to 
express to the members of The Kansas Medical Society the complete confidence 
that I felt in the Board as it proceeded with its work. I was impressed with its 
sincerity, with the fact that they fully appreciated the responsibility that had been 
delegated to them by law, and I was greatly impressed with the manner in which 
they were carrying forward this responsibility. 


The Kansas Medical Society is primarily a scientific organization, one devoted 
to the professional and cultural improvement of the profession. The Kansas State 
Board of Medical Registration and Examination is a board created by law, and 
charged with the responsibility of enforcing and administering state laws per- 
taining to the practice of medicine and surgery. They are to determine first the 
fitness of all applicants for a license to practice, and in addition they are to pro- 
tect the public under the direction of the law against medical quackery, either in 
or out of the profession, or of medical incompetents regardless of the guise under 
which they practice. 


With this definition of the function of each of these two organizations—one 
a voluntary, scientific agency, the other an official administrative agency created 
by the law—it seems logical and natural that there should be the closest coopera- 
tion between the two, each remembering its particular field and function, that they 
may collectively serve the best interest of the public. 


I was impressed with the character, earnestness, and ability of the Board both 
as to its individual membership, and as to its collective action. I came away with 
the feeling that they were doing, in an excellent manner, their part of the job, 
and I trust that The Kansas Medical Society and its individual members will con- 
tinue to give to them the support which they merit. If we do give to them this 
support their accomplishments are bound to be much larger and much more 
effective than if they function without our support. Again expressing my appre- 
ciation to the Board for the opportunity of having sat with them, and secondly 
expressing to the membership of The Kansas Medical Society my conviction that 
if our organization will continue to support the Board, that together we will 
continue to make progress in the interest of the public. I beg to remain 


Very truly yours, 
C. C. Nesselrode, M.D., President. 
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EDITORIAL 


AMERICAN MEDICAL ASSOCIA- 
TION PLATFORM 


In response to present questions concerning the 
advisability of a national health program and gov- 
ernmental intervention in public health and medi- 
cine, the Board of Trustees of the American Medical 
Association adopted the following recommended 
platform and description, at a meeting held on No- 
vember 16-17: 


1. The establishment of an agency of federal 
government under which shall be coordinated 
and administered all medical and health func- 
tions of the federal government exclusive of 
those of the Army and Navy. 

Today the medical and health functions of the 
United States are divided among a multiplicity of 
departments, bureaus, and federal agencies. Thus, the 
United States Public Health Service is in the Federal 
Security department; the Maternal and Child Wel- 
fare Bureaus in the Department of Labor; the Food 
and Drugs administration in the Department of Ag- 
riculture; the Veterans’ Administration and many 
other medical functions are separate bureaus of the 
government. The WPA, CCC, and PWA are con- 
cerned with a similarity of efforts in the field of pre- 
ventive medicine. The Federal Works Administra- 
tion and the Federal Housing Administration also 
have some medical functions. 

Since 1875, the American Medical Association has 
urged the establishment of a single agency in the 
federal government under which all such functions 
could be correlated in the interest of efficiency, the 
avoidance of duplication, and a saving of vast sums 
of money. Such a federal health agency, with a sec- 
retary in the cabinet, or a commission of five or 
seven members, including competent physicians 
would be able to administer the medical and health 
affairs of the government with far more efficiency 
than is now done. 

2. The allotment of such funds as the Con- 
gress may make available to any state in actual 
need for the prevention of disease, the promo- 
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tion of health and the care of the sick on proof 

of such need. 

The physicians of the United States have given 
freely of their time and of their funds for the care 
of the sick. Their contributions to free medical serv- 
ice amount to at least $1,000,000 a day. The physi- 
cians of this country have urged that every person 
needing medical care be provided with such care. 
They have urged also the allotment of funds for 
campaigns against maternal mortality, against ven- 
ereal disease, and for the investigation and control 
of cancer. The medical profession does not oppose 
appropriations by Congress of funds for medical pur- 
poses. It feels, however, that in many instances states 
have sought aid and appropriations for such func- 
tions, without any actual need on the part of the 
state, in order to secure such federal funds as might 
be available. It has also been impossible, under pres- 
ent technics, to meet actual needs which might exist 
in certain states with low per capita incomes, with 
needs far beyond those of wealthier states, in which 
vast sums are spent. 

It is proposed here simply that Congress make 
available such funds as can be made available for 
health purposes; that these funds be administered by 
the federal health agency, mentioned in the first 
plank of this platform, and that the funds be alloted 
on proof of actual need to the federal health agency, 
when that need be for the prevention of disease, for 
the promotion of health, or for the care of the sick. 

3. The principle that the care of the public 
and the provision of medical service to the sick 

is primarily a local responsibility. 

Obviously if federal funds are made available to 
the individual states for the purposes mentioned in 
the second plank of this platform, there might well 
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be a lessened tendency in many communities to de- 
vote the community’s funds for the purpose, and, in 
effect, to demand that the federal government take 
over the problem of the care of the sick. Hence, it 
is suggested that communities do their utmost to 
meet such needs with funds locally available before 
bringing their need to the federal health agency, and 
that the federal health agency determine whether or 
not the community has done its utmost to meet such 
need before allotting federal funds for the purpose. 
4. The development of a mechanism ‘for 
meeting the needs of expansion of preventive 
medical services with local determination of 
needs and local control of administration. 

The medical profession is not static. It wishes to 
extend preventive medical service to all of the peo- 
ple within the funds available for such a purpose. 
Obviously, this will require not only a federal health 
agency which may make suggestions and initiate 
plans, but also a mechanism in each community for 
the actual expansion of preventive medical service 
and for the proper expenditure of funds developed 
both locally and federally. In the development of new 
legisiation such mechanism may be suitably outlined. 

5. The extension of medical care for the in- 
digent and the medically indigent with local 
determination of needs and local control of ad- 
ministration. 

The medical profession does not yield to any other 
group in this country in its desire to extend care to 
all of those unable to provide themselves with medi- 
cal service. The American Medical Association 
through its House of Delegates has already recog- 
nized the possible existence of a small group of per- 
sons able to provide themselves with the necessities 
of life commonly recognized as standard in their 
own communities, but not capable of meeting a 
medical emergency. It is recognized, however, that 
only persons of the same community fully familiar 
with the circumstances can determine the number 
of people who come properly under such classifica- 
tion and that only persons in actual contact with 
such instances are capable of administering suitably 
and efficiently the medical care that may be required. 
Hence it is the platform of the American Medical 
Association that medical care be provided for the 
indigent and the medically indigent in every com- 


munity but that local funds to be first utilized and 
that local agencies determine the nature of the need 
and control the expenditure of such funds as may be 
developed either in the community or by the federal 
government. 

6. In the extension of medical services to all 
the people, the utmost utilization of qualified 
medical and hospital facilities already estab- 
lished. 

In the so-called National Health Program it is 
asserted that one-half the counties of the United 
States are without suitabie hospitals, and vast sums 
are requested for the building of new hospitals. In 
contrast, reputable agencies within the medical pro- 
fession assert that there are only 13 counties more 
than 30 miles removed from a suitable hospital and 
that in 8 of those 13 counties there are five people 
per square mile. In the United States today the per- 
centage of hospital beds per 1,000 of population is 
higher than that of any other country in the world. 
This fact is completely ignored by those who would 
indulge in a program for the building of great num- 
bers of new hospitals. 

Moreover, it seems to be taken for granted that 
hospital building has languished in recent years, 
whereas considerable numbers of hospitals have been 
built with federal funds by various state agencies and 
also by the PWA, the WPA and by the Federal 
Works Administration. 

Analyses may indicate that in many instances such 
hospitals were built without adequate study as to 
the need which existed or as to the possible efficient 
functioning once it was erected. Moreover, there is 
evidence that in recent years many of the hospitals 
of the United States known as nonprofit voluntary 
hospitals have had a considerable lack of occupancy 
due no doubt to the financial situation in considera- 
ble part. It seems logical to suggest then that such 
federal funds as may be available be utilized in pro- 
viding the needy sick with hospitalization in these 
well established existing institutions before any at- 
tempt is made to indulge in a vast building program 
with new hospitals. In this point of view the Ameri- 
can College of Surgeons, the American Hospital As- 
sociation, the Catholic Hospital Association, the 
Protestant Hospital Association and practically every 
other interested voluntary body agree. 
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Again it has been argued that the demands for 
medical care in some sections of the country might 
require the importation of considerable numbers of 
physicians or the transportation of numbers of physi- 
cians in the areas in which they now are to other 
areas. In this connection it would seem to be obvious 
that a change in the economic status of the com- 
munities concerned would result promptly in the 
presence of physicians who might be seeking loca- 
tions. The utilization of existing qualified facilities 
would be far more economical than any attempt to 
develop new facilities. 

7. The continued development of the private 
practice of medicine, subject to such changes 
as may be necessary to maintain the quality of 
medical services and to increase their availa- 
bility. 

In the United States today our sickness and death 
rates are lower than those of any great country in the 
world. This fact was recognized by the President of 
the United States when he sent the National Health 
Program to the Congress for careful study. The 
President emphasized that a low death rate may not 
mean much to a man who happens to be dying at 
the time of tuberculosis. The medical profession 
recognizes the importance of doing everything pos- 
sible to prevent every unnecessary death. At the same 
time it has not been established by any available evi- 
dence that a change in the system of medical practice 
which would substitute salaried government doctors 
for the private practitioner or which would make the 
private practitioner subject to the control of public 
officials would in any way lower sickness and death 
rates. 

There exists, of course, the fact that some persons 
are unable to obtain medical service in the circum- 
stances in which they live and that others, surrounded 
by good facilities, do not have the funds available to 
secure such services. Obviously here again, there is 
the question of economics as the basis of the diffi- 
culty and perhaps lack of organization in distribution 
of medical service and a failure to utilize new meth- 
ods for the distribution of costs which might im- 
prove the situation. 

The medical profession has approved prepayment 
plans to cover the costs of hospitalization and also 
prepayment plans on a cash-indemnity basis for 
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meeting the costs of medical care. It continues, how- 
ever, to feel that the development of the private 
practice of medicine which has taken place in this 
country has led to higher standards of medical prac- 
tice and of medical service than are elsewhere avail- 
able and that the maintenance of the quality of the 
service is fundamental in any health program. 

8. Expansion of public health and medical 
services consistent with the American system of 
democracy. 

Careful study of the history of the development 
of medical care in various nations of the world leads 
to the inevitable conclusion that the introduction of 
methods such as compulsory sickness insurance, state 
medicine and similar technics results in a trend to- 
ward communism or totalitarianism and away from 
democracy as the established form of government. 
The intensification of dependence of the individual 
on the state for the provision of the necessities of 
life tends to make the individual more and more the 
creature of the state rather than to make the state 
the servant of the citizen. Great leaders of American 
thought have repeatedly emphasized the fact that 
liberty is too great a price to pay for security. George 
Washington said, “He who seeks security through 
surrender of liberty loses both.” Benjamin Franklin 
said, “They that can give up essential liberty to ob- 
tain a little temporary safety deserve neither liberty 
nor safety.” 

In these times when the maintenance of the 
American democracy seems to be the most important 
objective for all the people of this country, the peo- 
ple may well consider whether some of the plans and 
programs that have been offered for changing the 
nature of medical service are not in effect the first 
step toward an abandonment of the self-reliance, free 
will and personal responsibility that must be the 
basis of a democratic system of government. 

It will be noted that all of the items included in 
the platform, are subjects which the house of dele- 
gates of the American Medical Association has in- 
dorsed and that they well describe the extent and 
methods of governmental assistance which the medi- 
cal profession believes will be consistent with effi- 
cient progress in the fields of public health and medi- 
cal care. It is believed that the constructive platform 
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adopted by the Board of Trustees will completely 
answer the occasional allegation that the medical 
profession should present a “program” and also that 
a way has been pointed out therein where worthwhile 
assistance may be given rather than the tragedies to 
public health which would result through methods 
of governmental control and regimentation. 


OBJECTIVES—PAST AND PRESENT 


There have always been individuals who de- 
nounced the American Medical Association as a 
trade union, having as its purpose only the selfish 
interests of a group of physicians and functioning as 
a political body. That this should occur was inevita- 
ble, since the first active work of the American 
Medical Association was to raise the standards of 
medical education and the requirements for medical 
licensure. The years of struggle to eliminate the old 
privately operated for profit diploma mills and the 
establishment of effective state licensing boards 
could not have been accomplished without offend- 
ing a few individuals. So too, the patent medicine 
promoters today, are bitterly opposed to the work 
of organized medicine in protecting the public from 
their nostrums. Most of our present public health 
measures have come wholly or partly through the 
efforts of the medical profession and we must re- 
member that sanitary measures usually involve the 
spending of money or the reduction of the profits 
of factories, dairies, etc. and therefore were not al- 
ways instituted without powerful opposition. 

It should be unnecessary to remind the public that 
this work is for their own welfare. 


Other American Medical Association functions 
are less known outside the profession and a brief 
survey of them reveals the constructive work of the 
organization directed toward the disemmination of 
scientific knowledge to the profession and the lay 
public and our primary purpose, the better preven- 
tion and treatment of disease. The names and activi- 
ties of some of the important committees follow: 

Journal Publications, these include the American 
Medical Association Journal, the finest in the world 
of medical literature, a number of specialty periodi- 
cals, and Hygeia. 
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The Cumulative Index, the only complete index 
of the world literature essential to the research work- 
er and physician. 


The Councii on Pharmacy and Chemistry reports 
through a board of experts from the leading medical 
schools on new drugs and other medicinal agents. 
This protects the individual physician from preda- 
tory commercial producers of new and inadequately 
tested medicines by giving him the results of careful 
testing of new drugs. This function is perhaps the 
most important of all. 


Council on Physical Therapy reports tests of 
physiotherapy equipment. This is our only means of 
checking the manufacturer's claims. 


Council on Industrial Medicine which works to 
reduce the hazards of occupational diseases. 


Bureau of Health Education supplies radio pro- 
grams, speakers to lay groups on health subjects and 
directs lay efforts to shape public health knowledge. 


Bureau of Medical Economics collects data on and 
is attempting to evolve sound principles for group 
health plans. 


Council on Medical Education and Hospitals 
maintains a constant supervision on medical schools 
and hospitals to insure that the required high stan- 
dards of teaching and practice are maintained. 

There are other committees for other details but 
the foregoing constitute the principal activities of 
the American Medical Association. 

During the recent depression years certain social- 
ly minded agitators have vigorously attacked the 
medical organizations for opposing the movement 
to place the entire profession under the control of 
a partisan administration. Medicine quite naturally 
opposed any step in that direction. The American 
Medical Association has set forth, in a scientific 
manner, to study the practical results of the numer- 
ous attempts and plans to improve the distribution 
of medical care which are in operation in various 
communities, before submitting to complete regi- 
mentation. Believing that only part of the medical 
profession and few of the public have ever realized 
the real purpose of our national association we offer 
this brief review of its functions and accomplish- 
ments. 
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CANCER CONTROL 


CARCINOMA OF THE 
PANCREAS 


G. A. Westfall, M.D. 


Carcinoma of the pancreas comprises about two 
per cent of all malignancies. Their study is of im- 
portance mostly from a diagnostic viewpoint. De- 
scription of the symptomaltology and treatment of 
any standard text of fifty years ago will compare 
favorably with any written today. However, frequent 
exploratory laparotomies and autopsies have made 
their diagnostic importance recognized. 

They occur more frequently in men than in 
women in a ratio of three or four to one and are 
usually seen in patients from forty to seventy years. 
Cases have been reported as young as twenty-five’. 
The large majority are found in the head of the pan- 
creas or somewhat diffusely in the body. Carcinoma 
of the tail of the pancreas is very rare. A few are 
found in the islet of the Langerhan’s and ducts’. 
Two types of malignancy are generally recognized— 
cylindroid cell adeno-carcinoma arising from the 
ducts and carcinoma simplex arising from the paren- 
chyma. The new growth may be limited to the organ 
but usually it infiltrates the surrounding structure 
and causes compression of the common duct with 
dilation of the gall bladder and jaundice. 

Metastases occur early and are first seen in the 
lymph nodes and liver. These metastatic nodules are 
small and there is seldom much enlargement of the 
liver, although it is palpable. Other new growths 
than carcinoma are occasionally seen. Sarcoma and 
simple adenoma are extremely rare. Rotention cysts 
of the gland and pseudocysts found in the lesser sac 
of the peritoneum have been reported. 

The first symptoms noted are caused by interfer- 
ence with pancreatic secretions, a mild dyspepsia, 
distress in the epigastrium and loss of weight with 
weakness. These are progressive and constant. Appe- 
tite is poor and there is a distaste for meats and fats. 
In a few weeks biliary obstruction occurs. The gall 
bladder then shortly becomes dilated and is easily 
palpable. The icterus index quickly reaches a high 
level where it seldom fluctuates. The patient becomes 
cachectic. Severe itching is frequent and there may 
be attacks of syncope. 

Occasionally the jaundice may be painless, but in 
most cases the pain is very annoying and in nearly 
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half of the cases the pain is unbearable. I recently 
made a study of the last twenty-two proven cases of 
carcinoma of the pancreas in our clinic. Four com- 
plained of no pain, in eighteen pain was a prominent 
symptom and six cases required morphine to keep 
them comfortable. In this series there were three 
cases, proven at autopsy, which had no jaundice. The 
few cases where the malignancy is limited to the 
body or tail of the organ may not have jaundice. 


The rare cases of new growth in the islet of Lan- 
gerham will produce a dramatic hypoglycemia. Kini* 
has reported one case of a very large carcinoma at 
the head completely surrounding the bile duct, but 
it remained patent and there was no jaundice. There 
is frequently a hypochlorhydria and at times bronz- 
ing of the skin. 

Carcinoma of the pancreas with or without car- 
cinoma of the bile ducts and ampulla of vater is 
most frequently confused with stone in the common 
duct and hepatitis or so-called catarrhal jaundice. 
This is important as carcinoma of the pancreas and 
common duct stone are treated surgically but to op- 
erate on those inflammatory conditions of the liver 
and biliary passages is disastrous. Courvoisier’s law 
is still a very valuable aid in making a diagnosis 
after common duct obstruction. It is jaundice with 
distended palpable gall bladder is due to either car- 
cinoma at the head of the pancreas or to carcinoma 
of the common duct below the point where the 
cystic duct enters the common duct. Jaundice with 
contracted gall bladder indicates biliary obstruction 
due to stones within the common duct’. Lahey has 
added the following: Persistent, painless and pro- 
gressive jaundice with consistently acholic stools is 
100 per cent carcinoma of the pancreas. However, we 
must not forget that most of the cases do have pain 
and there may be no jaundice. If a case does have 
all these signs and symptoms it is always carcinoma 
of the pancreas. 

The x-ray gives us no characteristic findings but 
it is of some help. This is particularly true of nega- 
tive findings in the rest of the gastro-intestinal tract. 
A wide sweep of the duodenum around the pancreas 
is very significant of new growth in this organ. Pan- 
creatic function tests are not of much value. 

Frequently the diagnosis has to be made by an 
explanatory laparotomy, which I believe every pati- 
ent is entitled to after the diagnosis of inflammatory 
conditions causing jaundice are ruled out. Biopsies 
on the gland are dangerous. 

The treatment is still only palliative and sympto- 
matic. Probably the most useful procedure that has 
been done to help these cases is cholecystenterostomy. 
Lahey has done many of these operations and he 
makes an anastomosis of the gall bladder to the jeju- 
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num or duodenum, thus relieving the biliary obstruc- 
tion. Reports of this operation are from many clinics 
now and they are nearly all very favorable for pallia- 
tive relief. The average length of life of the patient 
is from three to seven months. With this operation 
many live eighteen to twenty-five months with few 
symptoms. Occasionally the new growth is not mal- 
ignant and the patient recovers following this op- 
eration. Medical relief of symptoms are not satisfac- 
tory. Morphine will relieve pain. Ergotamine Tar- 
trate is supposed to relieve the itching but I have 
not found it of much help. 

Perhaps when we are able to better diagnose early 
cases some young and bold surgeon will perfect a 
technique for the successful removal of carcinoma of 
the pancreas. 
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EYE, EAR, NOSE & THROAT 


ON THE HEREDITARY NA- 
TURE OF RETINITIS 
PIGMENTOSA 


Lyle S. Powell, M.D. 
and 


Richard L. Dunlap, M.D. 


Lawrence, Kansas 


Retinitis Pigmentosa has long been classified as an 
hereditary disease. We wish to present a case for 
observation in which the most common symptom of 
this disease, “night blindness,” has existed for three 
generations. 


- “night dling” male 


-@-0--0 


HISTORY: The patient, J. M.; white male la- 
borer, age forty-four, first had difficulty seeing at 
night when eight years of age. His great-grandfather 
was also afflicted with “night blindness,” as were a 
great-aunt and uncle. J. M.’s father, also “night 
blind,” had two brothers and one sister who were 
normal. Of his eight children, six had difficulty see- 
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ing after dark. J. M. has three children, ages sixteen, 
nineteen, and twenty-one years, none of whom are 
affected as yet. There have been no intermarriages. 

From childhood, the patient has complained of 
weak eyes and has worn glasses almost constantly. 
Nevertheless, his vision gradually failed. Vision at 
present is 5/400 right, 20/50 left, with + 2.00 = 
—2.00 x 180 lenses. Near vision is 0 right, J3 left, 
with 2.50 sphere added to the distance lenses. 


FINDINGS: Ophthalmoscopically his fundus 
oculi present the picture of advanced Retinitis Pig- 
mentosa. The optic disc is pale and atrophic. In its 
entirety, the retinal substance is thin and atrophic, 
beneath which the choroidal pattern can be plainly 
visualized. All of the retinal vessels are of extremely 
small caliber and very tortuous. The characteristic 
“spider or bone cell” pigmentary deposits appear 
throughout the retina, most numerous along the 
blood vessels. In some areas, the pigment interrupts 
the continuity of the vessels, demonstrating its posi- 
tion in the inner retinal layer. His visual fields are 
contracted concentrically to a maximum diameter of 
10 degees in the right eye and 15 degrees in the left 
eye. 

DISCUSSION: Although the cause of Retinitis 
Pigmentosa is yet unknown, it has long been observed 
to affect certain families and consanguinity of the 
parents is not infrequent'. There are, however, two 
quite definite bases from which the theories of the 
etiology of Retinitis Pigmentosa arise; namely, the 
vascular and the neuro-epithelial. In support of the 
former and older theory, N. D. Royle 2 has reported 
improvement in advanced cases of Retinitis Pig- 
mentosa by surgical interruption of the thoracic sym- 
pathetic trunk at the level of the second thoracic 
ganglion. He observed a marked enlargement of all 
of the retinal vessels following operation and also 
noted some improvement in the visual fields. How- 
ever, the vascular theory is being challenged daily. 
Schupfer? observed the common embryonic origin 
of the retina and the diencephalon and cited a num- 
ber of cases of simultaneous affections of the dien- 
cephalon and Retinitis Pigmentosa. He stated, how- 
ever, that at the present time it cannot be shown that 
the hypothalamic centers exercise a regulatory func- 
tion upon the trophism of the retina. Farina‘ and 
Mamola-Bellina>, likewise, feel that the neuro- 
endocrine theory is not the whole story but present 
cases which seem to point toward a definite relation- 
ship between ovarian and hypopheseal deficiency in 
Retinitis Pigmentosa. In studying the relationship 
of Retinitis Pigmentosa to Choroidal Angio-Sclero- 
sis, Arnold Sorsby® concluded that the weight of 
histological evidence is in favor of regarding the 
neuro-epithelium as the primary seat of the affection, 
but the choroidal factor cannot altogether be ig- 
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nored. He feels that there may be two forms of 
Retinitis Pigmentosa; one mesodermal or choroidal, 
and one ectodermal or retinal. 

Working in the same vein, Wibant’ suggests that 
there must be two forms of Retinitis Pigmentosa, 
namely: (a) a dominant, fairly frequent form, and 
(b) an uncertain number of different hereditary, re- 
cessive forms. By employing Mendel’s familiar nota- 
tions—AA healthy (homozygote); Aa _ healthy 
(heterozygote); dd diseased (homozygote); etc., 
Wibant has worked out an algebraic formula for 
determining the theoretical number of patients with 
Retinitis Pigmentosa in any given community. He 
states that in the so-called dominant form of the 
disease, the question of related marriage does not 
enter as a definite factor, since a chromosome carry- 
ing this dominant gene will produce Retinitis Pig- 
mentosa in union with any chromosome. However, 
in the recessive type, the chances for the union of 
two chromosomes carrying Retinitis Pigmentosa 
genes is greatly increased through intermarriage. 
Therefore, the most common type of the disease will 
be the dominant form. 


CONCLUSION: As yet no correlation has been 
found between the dominant and recessive types 
with those cases showing a preponderance of either 
retinal or choroidal changes. However, Wibant’ and 
others believe that there must be some relationship 
existing between these factors even though not dem- 
onstrable clinically. 


This family appears to be a case of the iced 
type of Retinitis Pigmentosa, the transmission oc- 
curring through the male members. The patient ob- 
served, J. M., also shows preponderant retinal invol- 
vement. His children, the fourth generation, are be- 
ing observed for occurrence of the disease. Careful 
study of such families may divulge a correlation be- 
tween heredity and clinical types. 
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Early diagnosis of tuberculosis is good economy. To 
keep an early case in a sanatorium for a few months may 
cost a few dollars. To keep an advanced case for several 
years may cost many thousands of dollars. Ohio Public 
Health, June, 1939. 
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Psychosis Following the Use of Marijuana— 
Report of Cases 
(Continued from Page 517) 

Distortion of Time and Space: 

This is a very characteristic symptom. Users re- 
port the sensation of traveling fabulous distances in 
course of a short walk, while one experienced the 
sensation of having lived 300 years while under the 
spell of a single dose. These impressions are prob- 
ably due to rapid succession of ideas and the mag- 
nification of sensory stimuli. Both probably result 
from narcosis of interpretive functions. They “see” 
sounds and “hear” colors, for example. Hallucina- 
tions are very common as dosage is increased and 
resembles very often the delirium of fever or disease. 


Sensory and Motor Anesthesia: 

A peculiar sense of unreality is one of the first 
sensations experienced. This as other initial symp- 
toms comes on with marked suddenness but prob- 
ably more rapidly when taken by mouth than when 
smoked. The sense of unreality of “floating” or of 
the “soul separating” from the body is evidently due, 
according to Walton, to a narosis either of the trans- 
mission of the body or to narosis of the receptive 
centers of this sensation. For example, large doses 
will produce the symptoms of locomotor ataxis. 

Analgesia: 

How much analgesia this drug produces is ques- 
tioned by various investigators. Its use to counter- 
act hunger and fatigue has been common. Stokers 
have used it to make them insensible to heat. And, 
it has been known to be used by prize fighters 
expecting defeat. How much it will actually relieve 
pain seems problematical, although we know the 
tincture has been used with some success in the 
treatment of migraine. 

Chronic effects: 

Tolerance—debatable point but undoubtedly is 
increased to a degree in habitual users. 

Severity of Withdrawal: 

Great craving experienced but is similar to that 
for tobacco or liquor and is not associated with the 
severe illness common to opium. No physiological 
changes take place. 

Thirst, Appetite, Metabolic Effects: 

Great thirst and ravenous appetities are not at all 
uncommon and have been described by many users. 
Although nausea and vomiting also often occurs. 
Hypoglycemia is an indication of the increased meta- 
bolism occuring with the use of this drug, although it 
frequently may also be explained by the hysterical 
activity of the addicts. 

Musical Performance: 

The drug is a doubtful asset although many musi- 
cians have thought it made them tone sensitive and 
able to render musical scores with less effort. I be- 
lieve, however, that it is a generally accepted opinion 
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of observers that musical performance is not actually 
improved. 

Pupillary Changes: 

The pupils dilate under narcosis. 

Diuresis: 

Early uses of the drug included that of a diuratic 
and it is the opinion of most observers that diuresis 
is the rule. 

Hypersensitivity : 

Some senses appear to be stimulated and other 
inhibited and it is possible that apparent stimulation 
is, after all, a type of narcosis such as alcohol exhibits 
by removal of inhibitions. 

Hypermotility: 

This is expressed by dancing and jumping about, 
high stepping, etc. Also, over-doses cause con- 
vulsions. 

Somnolence: 

This usually marks the conclusion of the experi- 
ence. 

Insafiity: 

In Egypt they have placed much blame on hashish 
for insanity. Wise reporting thirty-three per cent in 
the asylum at Cairo. Many victims, however, put the 
use of this drug secondary to alcohol in its bad 
effects. 


NEWS NOTES . 


OSTEOPATHS 
The Kansas Supreme Court handed down the following 
opinion on December 9th, in the case of Milton V. Gafney 


v. the Wilson County Hospital: 
MILTON V. GAFNEY and H. C. WALLACE, Plaintiffs 


v. 
THE WILSON COUNTY HOSPITAL: T. C. BABB, E. 
A. WARREN, A. S. HOPKINS, W. H. EDMUNDSON, 
BRIAN O'BRIAN, Members of the Board of Hospital 
Trustees of The Wilson County Hospital, and COENA 
FOSTER, Superintendent of the Wilson County Hos- 
pital, Defendants. 

Per Curiam: Plaintiffs have invoked our original 
jurisdiction in mandamus to compel defendants to ex- 
tend to plaintiffs as duly licensed osteopathic physici- 
ans the right to use the county hospital for the purpose 
of treating their patients. 

To the alternative writ allowed, defendants have 
filed a motion to quash, on various grounds, the first 
of which is that plaintiffs have no legal capacity to 
maintain the action. So far as concerns the plaintiff 
Gafney, the motion is not good, under many of our 
precedents. (Kittredge v. Boyd, 136 Kan. 691, 18 P. 
2d 536; Kern v. Newton City Commissioners, 147 
Kan. 471 P. 2d 954.) The statute authorizing the 
creation of the county hospital and its governing board 
declares that no discrimination shall be made against 
practitioners of any recognized school of healing, and 
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all legal practitioners shall have equal privileges in 
treating patients in such hospital. 


A motion to quash is ordinarily the equivalent of a 
demurrer. It admits the truth of all allegations well 
pleaded, but no others. The fact that in an application 
for mandamus some allegations may be included which 
are not well pleaded or complaints against the methods 
of defendants in conducting the hospital about which 
the petitioner can have no concern apart from the 
genera! public cannot be met by a motion to quash. 
Neither is a motion to quash strengthened by includ- 
ing therein general or specific denials of the material 
allegations of plaintiffs’ petition, nor by counter alle- 
gation of fact which might properly appear in an 
answer or other pleading. Nor does such a motion 
lie against an application for mandamus because it 
includes a request for an adjudication of matters of 
public concern sought in the application for the writ 
about which no actual controversary exists between 
plaintiffs as private litigants and these defendants. 

The motion to quash is therefore denied, and de- 
fendants may have thirty days in which to please fur- 
ther as they may be advised. 


As was related in the November issue of the Journal, the 
Wilson County Hospital had filed a motion to quash to 
the plaintiffs petition in which it was asked that the Court 
dismiss the case on the grounds that the plaintiffs had 
asked only the right to practice medicine and surgery in 
the Wilson County Hospital and that he did not have that 
right as a matter of law. The Court’s opinion has the effect 
of stating that the motion to quash is not proper under some 
of the plaintiffs broad allegations. The opinion, therefore 
referring to a proceedural matter does not pertain to the 
merits of the case. It is believed that the Wilson County 
Hospital will file further pleadings in the case within the 
near future. 

Opinions on the demurrers now pending in the District 
Courts where injunction cases were filed, are expected 
within the next two weeks. If the demurrers are overruled 
the cases will proceed to trial. If the demurrers are upheld 
it will be necessary for county attornies to join in these 
actions. 

The case of the Kansas State Osteopathic Association v. 
William H. Burke, Collector of Internal Revenue, will be 
heard in the United States Circuit Court of Appeals on 
January 2nd. 


MINUTES 


Minutes of the meeting of the Committee on Medical 
Schools which was held at the University of Kansas School 
of Medicine, on November 5th, are as follows: 


A meeting of the Committee on Medical Schools 
was held at the University of Kansas School of Medi- 
cine in Kansas City on November 5. Members pres- 
ent were: Dr. F. J. McEwen, Wichita, Chairman; 
Dean H. R. Wahl, Kansas City; Dr. A. R. Chambers, 
Tola; Dr. L. R. McGill, Hoisington; Dr. D. A. Bitzer, 
Washington; Dr. L. J. Beyer, Lyons; Dr. N. P. Sher- 
wood, Lawrence; Dr. O. O. Stoland, Lawrence; Dr. J. 
A. Blount, Larned; Dr. Fred E. Angle, Kansas City; 
and Dr. L. B. Spake, Kansas City. Clarence G. Munns 
was present as Executive Secretary. 

The minutes of the last meeting were read and ap- 
proved. 
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Dr. McEwen presented a report of the conference 
of Committee Chairmen held in Topeka on September 
10, and of the suggested projects assigned to this com- 
mittee at that conference. 

Dean Wahl presented a report on behalf of the Uni- 
versity of Kansas School of Medicine on the following 
subjects: 

1. That the new colored ward will be ready for 
occupancy during November; that plans are being 
prepared for completion of the new clinic building and 
the new childrens building; and that plans are also 
being prepared for a new x-ray department which will 
include two deep therapy machines. 

2. That some problems still continue on the ques- 
tion of patients who should and should not be ad- 
mitted to the University of Kansas Hospitals. 

3. That student applications for admittance to the 
University of Kansas School of Medicine continue to 
exceed available accommodations, and that 162 Kan- 
sas applications were received this year from which 
only 80 students could be admitted. 

4, That the University of Kansas School of Medi- 
cine admits approximately fifteen special and part- 
time students each year with the thought that this plan 
tends to provide medical education for students who 
otherwise could not be admitted. 

5. That the University of Kansas School of Medi- 
cine is considering at the present time the possibility 
of establishing a post graduate school. 

The committee discussed the question of location of 
physicians in small towns, and suggested that the Uni- 
versity of Kansas School of Medicine encourage gra- 
duates in all ways possible to locate in communities 
which are not served by physicians. 

Discussion followed concerning the possibility of 
obtaining financial assistance for the purchase of ad- 
ditional x-ray equipment at the medical school. Upon 
a motion by Dr. Beyer, seconded and carried, the com- 
mittee agreed to assist in this connection in any way 
Dean Wahl desires. 

Dr. Sherwood presented the following report on 
behalf of the Lawrence division of the University of 
Kansas School of Medicine. 

1. That the school is still confronted with a serious 
problem in the housing of its facilities; that it is 
hoped arrangements can be made wherein $200,000 
or $250,000 will be provided at the next session of 
the Legislature for a new building. 

2. That the school is attempting to further its fa- 
cilities for the training of laboratory technicians. 

Upon a motion by Dr. Angle, seconded and car- 
ried, it was agreed that the committee should recom- 
mend to the University that it encourage and assist in 
the handling of post graduate courses for Kansas 
laboratory technicians. 

It was also agreed that the committee shall incor- 
porate in its annual report a discussion of the need 
for additional facilities at the Lawrence division of the 
University of Kansas School of Medicine, and that the 
committee will assist in all other ways possible on this 
subject. 

Upon motion by Dr. Angle, seconded and carried, 
it was agreed that the committee shall recommend to 
the Council that the books and periodicals received by 
the Journal shall be placed in the Library of the Uni- 
versity of Kansas School of Medicine after the Edi- 
torial Board is finished with them. 

Upon motion by Dr. Chambers, seconded and car- 
ried, the committee agreed to recommend to the Edi- 


torial Board that it furnish one-fourth page of adver- 
tising in the Journal each month without cost in order 
that the medical school may call its library facilities 
to the attention of Kansas physicians. 

The question of scholastic requirements for admit- 
tance to the medical school, and for medical licensure 
in Kansas was tabled. 

The question of acceptance of non-resident students 
at the medical school was tabled. 

The problem of admission of patients to the Uni- 
versity of Kansas hospital was discussed, and sugges- 
tion was made that an attempt be made to improve 
this condition in all ways possible. 

Dean Wahl was asked to advise the Society central 
office on possibilities for establishing a plan for utiliz- 
ing resident physicians at the Kansas State Penitenti- 


Adjournment followed. 

Meetings of the Committee on Stormont Medical Library 
and of the Committee on Endowment were held in To- 
peka on December 11th. The minutes of these meetings 
will be published in the next issue of the Journal. 


MEETING 


The following members of the Society spoke on the fol- 
lowing subjects at the 25th Annual Meeting of the Kansas 
State Hospital Association held at Topeka, December 8-9: 
Dr. A. R. Hatcher, Wellington, Round Table Discussion; 
Dr. H. J. Brown, Winfield, “Anesthesia Standardization”; 
Dr. Howard E. Snyder, Winfield, “The Women’s Field 
Army Program in Kansas”; Dr. Ray West, Wichita, 
Recommendations by the Committee on Maternal Welfare 
on obseterical staff rules in hospitals.” 


EXHIBITS 


The following concerns have made reservations for tech- 
nical exhibits at the 1940 annual session of the Society 
which will be held at Wichita, May 13, 14, 15 and 16: 

H. J. Heinz Company, Pittsburg, Pennsylvania 

J. B. Lippincott Company, Philadelphia, Pennsylvania 

Parke, Davis and Company, Detroit, Michigan 

Doho Chemical Corporation, New York, N. Y. 

American Hospital Supply Corporation, Chicago, Illinois 

Petrolagar Laboratories, Inc., Chicago, Illinois 

Philip Morris and Company, Ltd., New York, N. Y. 

Eli Lilly and Company, Indianapolis, Indiana 

E. R. Squibb and Sons, New York, N. Y. 

Medical Protective Company, Wheaton, Illinois 

Gerber Products, Fremont, Michigan 

Generai Electric X-Ray Corporation, Kansas City, Mis- 

souri (two spaces) 

A. J. Griner Company, Kansas City, Missouri 

Mid-West Surgical Supply Company, Wichita, Kansas 

two spaces) 

Burroughs Wellcome and Company, New York, N. Y. 

two spaces), 

M & R Dietetic Laboratories, Inc., Columbus, Ohio 

John Wyeth and Brothers, Inc., Philadelphia, Pennsyl- 

vania 

Goetze Niemer, St. Joseph, Missouri 

W. E. Isle Company, Kansas City, Missouri 

George A. Breon and Company, Inc., Kansas City, Mis- 

souri 

Masemore Adjustment Company, Wichita, Kansas 

Ceroplyl Laboratories, Kansas City, Missouri 
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This Xmas Give a Sutton Book! 


What could be more appropriate than a gift of a Sutton book this Christmas? On this 
page are briefly described a number of Sutton books—practical treatises on skin diseases 
—and interesting travel gems. Select one or more of these, using the convenient coupon 
for mailing instructions. 


MAKE Your SELECTION FROM THIS LIST 


DISEASES of the SKIN 


Sound and effective treatment is featured throughout the 
new 10th Edition of this popular book. A special chap- 
ter of 48 pages is devoted to treatment, but elsewhere in 
the book, as each skin condition is discussed, its symp- 
toms, etiology, pathology, diagnosis, and TREATMENT 
are given—the treatment recommended being well de- 
tailed and carefully outlined. Description of all signifi- 
cant entities, syndromes, and ‘concepts, and of many 
exotic, unusual, and even exceptional dermatoses have 
been incorporated. 


By R. L. SUTTON and R. L. SUTTON, JR. 
New 10th Ed. 1549 pages, 1452 illus. 21 color plates. 
Price, $15.00. 


INTRODUCTION 
to DERMATOLOGY 


Based on the larger Sutton vol- 
ume, this work offers the essen- 
tials upon which a sound knowl- 
edge of dermatology can be 
built. Much of the descriptive 
and statistical matter of the larger 
book is not included in this volume. This 
volume is compact and concise, all needless 
verbiage being eliminated. It is as nearly a 
crystallized compendium of dermatological 
information as it is possible for a book to be. 


Interesting Travel Books 
By R. L. SUTTON and R. L. SUTTON, JR. 


THE LONG TREK—The story of an African-Asiatic 
Hunting Expedition—a trip around the world with camera 
and rifle. 350 pages, 201 illustrations. Price, $5.00. 

AN ARCTIC SAFARI-—The story of an Arctic expedition 
out of Tromso, Norway, in a chartered sealer. Polar bears 
and walruses, whales and seals, icebergs, and snowstorms 
—a combination that will thrill you. 180 pages, 100 illus- 
trations. Price, $2.25. 

TIGER TRAILS IN SOUTHERN ASIA—Experiences 
hunting tigers, wild elephants, etc. 207 pages, 115 illus- 


By R. L. SUTTON and R. L. SUTTON, JR. 
3rd Ed. 666 pages, 229 illus. 
Price, $5.00. 


ORDER NOW — PAY AFTER XMAS 


trations. Price, $2.25. 

AN AFRICAN HOLIDAY—Rhino, tiger, lion, elephant 
and crocodile hunting is fascinatingly described. 180 
pages, 102 illustrations. Price, $2.25. 


THE C. V. MOSBY COMPANY, 
3525 Pine Blvd., St. Louis, Mo. 


Gentlemen: Send the following book(s), charging my account on the Pay-After-Xmas plan of $3.00 a 
month, the first payment to be made within 30 days from the date of shipment: 


Use the coupon below to order one or more of the Sutton 
books now. There’s nothing to pay now. You can begin 
your payments after Xmas—and avail yourself of the 
$3.00 a month plan. ; 


KMJ—12-39 


Send Book(s) To 
Name 
Street_ 
City. State 
Charge 


(Your Name) 
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R. B. Davis Company, Hoboken, New Jersey 

Holland-Rantos Company, Inc., New York, N. Y. 

Cole Chemical Company, St. Louis, Missouri 

A. S. Aloe Company, St. Louis, Missouri (two spaces ) 

C. B. Fleet Company, Inc., Kansas City, Missouri 

Lederle Laboratories, Kansas City, Missouri 

H. C. Fischer and Company, Chicago, Illinois 

Coca-Cola Company, Atlanta, Georgia 

It is anticipated that the remaining fifteen or twenty 
available spaces will be sold prior to January Ist. 


SECRETARIES CONFERENCE 


The following representatives of the Society attended the 
Annual Conference of Secretaries and Editors of Constitu- 
ent State Medical Associations which was held in Chicago, 
November 17-18: Dr. C. C. Nesselrode, Kansas City; Dr. 
John Porter, Concordia; Dr. Lucien Eckles, Dr. W. M. 
Mills and Dr. Don Wakeman, Topeka; Jack Austin, Execu- 
tive Secretary Sedgwick County Medical Society, Wichita; 
Clarence G. Munns, Topeka. 

The program presented at the meeting was as follows: 

Call to Order. Arthur W. Booth, Chairman of the 
Board of Trustees of the American Medical Associa- 
tion. 

Address. Rock Sleyster, President of the American 
Medical Association. 

The Study of Medical Care in the United States. 
C. Ellsworth Nyberg, Bureau of Medical Economics of 
the American Medical Association. 

The Wagner Health Bill. W. C. Woodward, Di- 
rector of the Bureau of Legal Medicine and Legislation 
of the American Medical Association. 

Present Horizons. Austin A. Hayden, Secretary of 
the Board of Trustees of the American Medical Asso- 
ciation. 

Address. Nathan B. Van Etten, President-Elect of 
the American Medical Association. 

Medical Service Plans of State and County Medical 
Societies by Norman M. Scott, Executive Assistant of 
Medical Society of New Jersey. L. Fernald Foster, 
Secretary of Michigan State Medical Society. V. W. 
Spickard, Secretary of Washington State Medical As- 
sociation. Walter F. Donaldson, Secretary of Medical 
Society of the State of Pennsylvania. 

The Role of the State Medical Journal in Organized 
Medicine. Samuel J. Kopetzky of the New York State 
Journal of Medicine. 

Rural Medical Service. F. S. Crockett, Committee on 
Legislative Activities of the American Medical Asso- 
ciation. 

Meeting Legislative Problems. Thomas A. Hen- 
dricks, Executive Secretary of Indiana State Medical 
Association. 


POST GRADUATE COURSE 


The following are the remaining dates and places of the 
meetings to be held in conjunction with the venereal 
disease post graduate course now being presented by the 
Kansas State Board of Health in conjunction with the 
Society Committee on Control of Venereal Disease: 

Beloit, Community Hospital, December 21-22 
Emporia, Newman Memorial Hospital, January 4-5 
Junction City, Municipal Building, January 11-12 
McPherson, County Hospital, January 15-16 
Winfield, Country Club, January 22-23 
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The hours of all meetings are four to six, and seven- 
thirty to nine o'clock each day. The speaker for the course 
is Dr. Arthur D. Gray, of Topeka, who will present corre- 
lated lectures on syphilis and gonorrhea. 

Meetings of the course have previously been held at: 
Hays, Colby, Leavenworth, Pratt, Dodge City, Pittsburg, 
and Marysville. 


MEMBERS 


Dr. J. B. Anderson, formerly of Centralia, has moved to 
Morrell. 


Dr. Fred Angle, of Kansas City, spoke before the Kansas 
City Technicians Club, November 13. His subject was 
“Undulant Fever”. 


Dr. Richard Bennett, formerly of Mankato, has moved 
to Beloit where he will be associated with Dr. M. R. Spes- 
sard. 


Members of The Kansas Medical Society who have been 
elected to hold offices in the Kansas City Southwest Clini- 
cal Society for the coming year are as follows: Dr. Thomas 
G. Orr, President; Dr. Clay E. Coburn, Vice-President; Dr. 
L. G. Allen as a member of the Executive Committee; and 
Dr. L. F. Barney, Dr. J. F. Hassig, and Dr. C. C. Nesselrode, 
as members of the Advisory Committee. 


Dr. W. M. Mills, of Topeka, attended the meeting of the 
Western Surgical Association, in Los Angeles, December 
15-16. 


Dr. R. Herbert Rollow, formerly of Chanute, has located 
at WaKeeney. 


Dr. R. D. Turner, formerly of LeRoy, has accepted a 
position at the Veterans Administration Facility at Little 
Rock 


Dr. C. V. Minnick of Wakefield has moved to Okla- 
homa City, Oklahoma, where he will be a resident sur- 
geon at the Oklahoma City General Hospital. 


Dr. E. R. Beiderwell formerly of Belleville, has moved 
to Mankato. His practice in Belleville will be carried on by 
his brother Dr. Paul L. Beiderwell. 


Dr. Paul Craig of Coffeyville was the author of an 
article entitled, “Has It Happened To You” in the Novem- 
ber issue of the Kansas Cosmetologist. 


COUNTY SOCIETIES 


The Bourbon County Medical Society met on November 
21 in Fort Scott. Dr. Wayne Hull, of Oklahoma City, 
Oklahoma, spoke on Oxygen and Helium in the Treat- 
ment of Disease. 


The Central Kansas Medical Society held a meeting on 
December 7 at Ellsworth. Dr. John Porter, of Concordia, 
spoke on “Cardiac Irregularities”. Dr. P. T. Bohan, of 
Kansas City, Missouri, discussed “Causes and Treatment of 
Hypertension”, and Dr. E. T. Gibson, of Kansas City, Mis- 
souri, spoke on “Encephalitis”. Discussion was by Dr. 
Fagan N. White, of Russell; Dr. H. S. Dreher, of Luray; 
and Dr. Lloyd W. Reynolds, of Hays. 


The Clay County Medical Society held a meeting on 
November 15, at Clay Center. Dr. Paul M. Powell, of 
Topeka, spoke on “Spinal Anaesthesia”. 
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REPRINT PRICE LIST 


Reprints from articles in the 
KANSAS MEDICAL JOURNAL 


All Reprints are made the same size as 
Journal pages, 734 x 101 inches. 
Transportation charges on reprints are 
to be paid by the Author 


No. Cover With Co Cover 


9.75 14.50 
11.00 17.50 
18.00 26.00 


25 
21.25 
28.00 


CAPPER PRINTING CO. 


Capper Building, 
TOPEKA, KANSAS 


Physicians Casualty Association 
Physicians Health Association 
HOSPITAL 
ACCIDENT 
SICKNESS 


For ethical practitioners exclusively 
(50,000 POLICIES IN FORCE) 
Liberal Hospital Expense Coverage for $10.00 Per Year 


$5,000.00 accidental death 


$25.00 weekly indemnity, health and accident 


$10,000.00 accidental death 
$50.00 weekly indemnity, health and accident 


$15,000.00 accidental death 
$75.00 weekly indemnity, health and accident _per year 


37 years under the same management 
$1,700,000 INVESTED ASSETS 
$9,000,000 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for 
protection of our members. 


Disability need ad be incurred in line of duty—benefits 
- from the beginning day of disability. 


Send for applications, Doctor, to 
400 First National Bank Building Omaha, Nebraska 


Why 
is SO Casy for. 
Infants to Digest 


Wo steps are taken so that Lactogen, 
[which is made from cow’s milk, may 
closely approximate woman’s milk i 

as digestibility is concerned. 

One of these steps is to subject the modi- 
fied milk to the process of homogenization. 
In this process the milk is forced by a high 
pressure pump through very fine passages 
in which friction and shearing action break 
up the fat globules as shown by the follow- 
ing photomicrographs. 


FAT GLOBULES 


After Homogenization 
Any difficulties in digestion caused by the 
physical characteristics of the fat of cow’s 
milk are thus obviated by this process. 


Because of this reduction in the size of the 
fat globules which renders the fat of cow’s 
milk more readily digestible, Lactogen con- 
tains the full amount of fat that a proper 
formula for infants should have. Further, 
this is entirely milk fat, not vegetable or any 
other substitute fat. The infant’s need for 
milk fat is, therefore, fully met with this 
one easily digestible food. 


oth 


PRAY, 


p 
(OWS 


For free samples of Lactogen 
and literature, mail your profes- 
sional blank to Lactogen Dept. 


NESTLE’S MILK PRODUCTS, Inc. 


155 East 44th Street... New York, N. Y. 
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Dr. Rex Diveley of Kansas City, Missouri, presented 
motion pictures of a trip by plane through Mexico, Cen- 
tral, and South America, at a meeting of Clay Center Medi- 
cal Society held in Clay Center on December 13. 


The members of the staff of St. Joseph Hospital, at Con- 
cordia and the members of the Cloud County Medical 
Society were guests of the Sisters of St. Joseph at a dinner 
meeting held at the hospital on November 21. Dr. C. A. 
Hellwig, of Wichita, spoke on “Atherosclerosis and Coron- 
ary Disease”. 


The Labette County Medical Society met on November 
9 at Parsons. Dr. H. S. Major and Dr. Henry S. Millett of 
Kansas City, Missouri, presented a symposium on child 
mental hygiene. 


The Marion County Medical Society held a meeting at 
Marion on November 6, with the members of the McPher- 
son and Harvey County Societies as their guests. Dr. Wil- 
liam F, Mengert of the University of Iowa, Iowa City, 
Iowa, and Dr. Mandel L. Spivek, of the Children’s Memori- 
al Hospital, of Chicago, Illinois, were the guest speakers. 

The following officers were elected for the coming year: 
Dr. A. C. Eitzen, of Hillsboro, President; Dr. W. M. Tate, 
of Peabody, Vice-President; Dr. R. R. Melton, of Marion, 
Secretary. The following will serve on the board of censors: 
Dr. A. C. Eitzen, of Hillsboro; Dr. A. K. Ratzlaff, of Hills- 
boro; Dr. T. J. Thomas, of Florence. Dr. R. R. Melton of 
Marion, is the new delegate; and Dr. E. H. Johnson, of 
Peabody; and Dr. G. J. Goodsheller, of Marion; were the 
alternates. 


The Sedgwick County Medical Society met November 
21 in Wichita, with Dr. Edward H. Hashinger, of Kansas 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


City, Missouri as the guest speaker. Dr. Hashingers subject 
was “Cause and Treatment of Obesity”. Dr. F. E. Schmidt, 
of Chicago, Illinois will speak at the next meeting of the 
society on “Management of the Pneumonias”. 


The Washington County Medical Society held a dinner 
meeting on November 14, at Hanover. Dr. H. G. Hurtig 
and Dr. F. H. Rhoades were guests of honor in celebration 
of their combined fifty years practice at Hanover. Dr. 
Arbor D. Munger, of Lincoln, Nebraska, spoke on “Glean- 
ings, from an Uroilogist’s Diary”. 


The Wilson County Medical Society held a meeting on 


‘November 13 in Fredonia. The following officers were 


elected for next year at the meeting: Dr. Lynn E. Beal, of 
Fredonia, as President; Dr. W. T. Rich, of Neodesha, as 
Vice-President, and Dr. E. C. Duncan, of Fredonia, as 
Secretary and Treasurer. Dr. Duncan has been secretary of 
that society continuously since 1913 with the exception of 
1917 and 1918. 


The Wyandotte County Medical Society met in Kansas 
City on November 21. Speakers were: Dr. C. Omer West, 
of Kansas City, who spoke on “Seborrhea of the Scalp” 
and Dr. L. F. Barney, of Kansas City, who spoke on “Liver 
Abscess”. Speakers for a meeting of that society on Decem- 
ber 5, were as follows: Dr. Ragnar T. Westman of Kansas 
City, whose subject was “Future Program of the Health 
Department” and Dr. D. C. Peete, of Kansas City, Missouri, 
who spoke on “Rheumatic Heart Disease.” Dr. T. G. Orr, 
Kansas City, Missouri, and Dr. G. M. Tice, Kansas City, 
will present a symposium on, Carcinoma of the Breast, at 
a meeting of the society to be held on December 19. 


Warsaw 


tinuance of the old country clinics. 


A Promise. 


DUE TO THE WAR 


It will be practically impossible to attend the clinics of Paris, Berlin, London or 


The Kansas Medical Society appreciating the keen disappointment this fact must 
bring to the average Kansas practitioner — — has declared, that from May 13th thru the 
16th, Kansas doctors, their wives and secretaries will have available at Wichita, clinics, 


lectures, demonstrations, partying, trap-shooting, banqueting, golf-shooting, each to the 
individual taste, enough to cause them to forget the sorrowing incident and the discon- 


WICHITA MAY 13th-16th 
Better Be Here 


DECEMBER, 1939 


535 


GIFTS BY LUZTER 


Fine cosmetics make appropriate gifts for many occasions. Women like practical gifts 
with a personal touch — gifts they can wear or use on their person. An appealing 
variety of gifts in a low, medium and deluxe price range. A gift booklet on request. 


Beauty Preparations by Luzier Are Distributed in Kansas by: 


C. B. BURBRIDGE, 
DIVISIONAL DISTRIBUTOR, 


Lincoln, Nebraska. 


DISTRICT DISTRIBUTORS 
ATCHISON AND ATCHISON, 


P. O. Box 863 
Salina, Kansas 


SUB-DISTRIBUTORS 


FINGER & FINGER, 
Box 104, 
Pratt, Kansas. 


VESTA FITCH, 
611 Humboldt, 
Manhattan, Kansas. 


MARY I. GREENE, 
301 West Fifth Street, 
Junction City, Kansas. 


ELSIE HARING, 
10 East 10th Street, 
Hutchinson, Kansas. 


R. F. MARKEN, 


DIVISIONAL DISTRIBUTOR, 


5525 Central, 
Kansas City, Missouri. 


DISTRICT DISTRIBUTORS 


EVA LYNCH, 


Box No. 478 
Pittsburg, Kansas 


CARLETTA WITT, 


Box No. 1654 
Wichita, Kansas 


SUB-DISTRIBUTORS 


EARLENE BOONE, 


2042 Vermont 
Lawrence, Kansas 


LEONE PRATT, 


1325 Fillmore 
Topeka, Kansas 


EVA MAE SHOBE, 


306 South Jefferson 
Wellington, 


ESTHER SCHEIBE, 


3015 East Douglas 
Wichita, Kansas 


4 ‘ 


536 


DEATH NOTICES 


Dr. Louis Griswold, 82 years of age, died at his home 
in Columbus on October 27. Dr. Griswold was graduated 
from the St. Louis College of Physicians and Surgeons in 
1899 and began practicing medicine in Cherokee County 
_the same year. He was a member of the Cherokee County 
Medical Society. 

Dr. Walter S. Hudiburg, 62 years of age, died on No- 
vember 22, in Independence. Dr. Hudiburg was born near 
Independence on February 6, 1877. He was graduated from 
the Kansas City Medical College in 1905 and came to In- 
dependence in 1907. He was the county coroner at the 
time of his death and a member of the Montgomery County 
Medical Society. 


COLLEGE OF PHYSICIANS 


The following is the program presented at the annual 
meeting of the Kansas section of the American College of 
Physicians held in Wichita on November 18th: 

Pathological Conference, C. A. Hellwig, M.D., 

Wichita. 


ONE STEP 
RISTMAS 


= SEALS 


Pharmaceuticals 
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“The Histamine Test in Arterial Hypertension”. 
Maurice Snyder, M.D., Salina. 

“A New Therapeutic Agent in the treatment of dia- 
rrhea”. Harold H. Jones, M.D., Winfield. 

“Physiology, relative to the Kidney”. Earl L. Mills, 
M.D., Wichita. 

“An investigation of important factors bearing upon 
the specificity and interpretation of serological tests 
used in the diagnosis of syphilis”. N. P. Sherwood, 
M.D., Professor of Bacteriology, Lawrence. 

“Electroencephalography”. Norman Reider, M.D., 
Topeka. 

“Lymphosarcoma of the Epidural Space”. Ralph L. 
Drake, M.D., Wichita. 

“Report on results of treatment with Metrazol”. 
Ralph M. Fellows, M.D., Osawatomie. 

“Insulin Therapy in Mental Diseases”. D. V. Con- 
well, M.D., Halstead. 

“Endocrines and Vitamines”. J. S. Hughes, Pro- 
fessor of Biochemistry, Manhattan. 

“What the Clinician should know about Edema”. 
P. M. Krall, M.D., Kansas City. 


RACKET 

Information has been received from Missouri and sev- 
eral other states concerning a person who operates under 
several aliases and who has defrauded a considerable num- 
ber of physicians. The person represents himself to be a 
farmer living in a nearby community. He approaches a 
physician and states that he would like to be fitted with 
eye glasses. Upon completion of the examination he pre- 
sents a check of sizeable amount made payable to him by 
another person and which usually shows a designation of 
payment for corn or other farm products. The physician is 
requested to pay him the difference between the check and 
the cost of eyeglasses and the check is ultimately found to 
be worthless. 

The person is said to be approximately 43 years of age, 
5 feet 9 inches in height and 170 pounds in weight, and 
has reddish brown hair. 

Any physician who encounters him is requested to notify 
the sheriff of Grundy County, at Trenton, Missouri. 
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JOHNSON HOSPITAL | 
CHANUTE, KANSAS 


Complete Clinical 
Laboratory 
Radium 

X-Ray 


PRESCRIBE OR DISPENSE ZEMMER 

. . - Tablets, Lozenges, Ampoules, Capsules, Oint- 

ments, etc. Guaranteed reliable potency. Our products are laboratory 
controlled. Write for catalog. 


Chemists to the Medical Profession KA 12-39 
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‘ ‘THE ZEMMER COMPANY, Oakland Station, PITTSBURGH, PA. 
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AUXILIARY 


PRESIDENT’S MESSAGE 


Back from a most inspiring National Board meeting, I 
greet you. The theme of the entire meeting seemed tc be 
Public Relations We were urgently and constantly re- 
minded that, as we mingled among the laity in our various 
clubs we should grasp every opportunity to make known our 
Health Education Program; and now may I pass this on to 
you as individuals in our great state of Kansas. 

Indiana reported their year’s program outlined, approved 
by their Advisory Committee, and ready for action at the 
close of their convention the latter part of October. An 
auxiliary doing things in a big way. 

Each President was proud of her own state and its ac- 
complishments. The National Hygeia Chairman, Mrs. 
Carey, give a glowing report of things in Kansas. Now its 
up to us to get behind Mrs. Kosar and put Hygeia across. 
What about those Christmas gifts you forgot?—-Give Hy- 
geia, get in on the December offer. 

A new history of the National Auxiliary is to be com- 
piled and printed, of course, Kansas will have her part in 
that. The Handbooks are to be revised and printed again. 

Are you listening and telling others to listen, to our Na- 
tional Health Programs from the A.M. A., over the Blue 
Network each Thursday at 3:30 C.S.T.? Tune in. 

Today I am thinking of that marvelous picture of Millet’s, 
“The Angelus.” Does it not suggest to us an opportunity to 
pause amidst the busy whirl of our daily activities and 
count our blessings one by one. Some may have more than 
others, but surely there are none of us but have something 
for which to thank God;—for the privilege of living and 
sharing with others, the beauties of nature, the freedom of 
our land, our children, our homes, friends, food, raiments. 
So many blessings abound. Remember to give thanks. 

In another flash we'll be in the Yuletide season. Yellow, 
red, blue and green lights; tinsel, stars, etc., will be attract- 
ing us to the celebration of that great birthday of our Sav- 
iour of all men. May I extend to each of you my warmest 
personal greetings from my hearth to yours; that this 
Christmas may bring to you much joy, and through the 
year to come, may you have peace and happiness. 

—Mrs. La Verne B. Spake. 

Foliowing is the report of Mrs. La Verne B. Spake, State 
President, as delivered at the recent meeting of the Boar 
of-Directors in Kansas City. 

PRESIDENT’S REPORT OF THE BOARD 

Since taking office last May the realization of my office 
has descended on me in a big way, since I had had no year 
of preparation and not a lot of recent contact. I consider 
my first duty is to you, as your President; and I must be 
guided in the deliberation of that office first, by our consti- 
tution and by-laws; second, by our advisory committee; and 
third, by you, for this is your organization. 

Dr. West, the Chairman of the Advisory Committee, has 
been most gracious with his time in considering our prob- 
lems. As outlines and communications have come to me, 
I in turn, have relayed the messages to the county presidents 
and state chairmen. 

It was a big inspiration to be a member of the National 
Board last Friday and hear the different phases of our work 
discussed and learn what others in different sections of the 
United States are doing. The key note of the meeting, I 
think I can safely say, was Public Relations. Every one 
seemed to feel that this is our big responsibility. We must 
carefully and tactfully inform the laity of the good the 


medical profession is doing and always has done among all 
classes of people; and we raust not accept State Regulated 
Medicine. I wish each one of you could feel the responsi- 
bility of selling the value of the medical auxiliary to those 
counties not organized. I feel so keenly that properly united 
we can do a great deal for our doctors. Some day I dream 
of seeing every doctor’s wife a member of the Kansas Medi- 
cal Auxiliary, actively engaged in her community in the 
field of public relations. : 

I want to thank my chairmen, one and all; I think I 
must have been guided by some unknown power in making 
these selections, each one has so efficiently responded to the 
calls made upon her. 

Let me impress upon you the importance of the regular 
reading of the A.M. A. Journal and Journal of The Kansas 
Medical Society that you may keep yourself informed. Of 
special importance, right now, is the Wagner Bill. The 
National Federation of Women’s Clubs went on record as 
endorsing this bill, and now, we must seize every oppor- 
tunity to inform folks correctly without creating animosity. 
Casually as we contact our various groups of women’s clubs, 
we can sow the seed which in turn, should reap the harvest. 

In Chicago there is set up a Speakers Bureau and I am 
told a similar set up is in practice in Kansas City, Missouri; 
perhaps there are others in our own state. We were all 
handed a plan of the type of work being done there which 
you may all see. 

Hygeia is always a deservedly pet project; and this year I 
hope we can do our part. The contest started October 1 
and does not end until January 31. Let’s all keep this in 
mind as a Christmas gift idea and wouldn’t it be nice to 
have every member a subscriber. 

Our program is so far reaching there seems to be no 
end to the possibilities; but can’t you see Health Education 
running all through these ideas? One dovetails into the 
other. 

My year is half gone. The working end, I feel, has just 
begun. I hope that when we meet in Wichita in May that 
I will be able to make a complete report of these dreams 


to the convention body. 
—Mrs. La Verne B. Spake. 


EDITORIAL NOTES 


Most people gain their ideas of disease and corrective and 
preventive measures from superstitious and other mis- 
information passed down from previous generations. One 
of the most important things in the promotion of human 
welfare is to disabuse the minds of the masses of these false 
ideas and replace them with a knowledge of the proper 
methods of conserving health and combatting disease. So 
untrue and dangerous is the propaganda of quacks and cul- 
tists, so harmful is much of the commercial advertising, 
which ues pseudo-science cleverly worded, that progress in 
real health knowledge is materially impeded. The use of 
Hygeia in our schools for the health education of the com- 
ing generation is invaluable. Nowhere else in lay literature 
can one find such interesting, instructive and authoritative 
teaching. Our greatest opportunity to gain progress in 
health education is by working on the minds of young peo- 
ple during the formative period. Every person with an 
open mind can be benefitted by reading Hygeia. 


There seems to be some confusion about the clippings 
which go into the scrap book and the clippings to be sent 
to the Press-Publicity Chairman. Send all your clippings to 
the Press-Publicity Chairman and she will use what she can 
for the Journal and then will forward all clippings to Mrs. 
Blasdel to be pasted in the scrap book. 

—Mrs. W. G. Emery, Chairman, Press-Publicity. 
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THE STOKES HOSPITAL 


Our ALCOHOLIC treatment destroys the craving, restores 
the appetite and sleep, and rebuilds the physical and ner- 
vous condition of the patient. Liquor withdrawn gradually; 
no limit on the amount necessary to prevent or relieve 
delirium. 

— patients have every comfort that their home 


The DRUG treatment is one of gradual Reduction, it re- 
lieves the constipation, restores the appetite and sleep; with- 
drawal pains are absent. No Hyoscine or rapid withdrawal 
methods unless patient desires same. 

NERVOUS patients are accepted by us for observation 
and diagnosis as well as treatment. 


E. W. STOKES, Med. Dir. 
923 Cherokee Road, Louisville, Ky. 
Phone High 2101-2102 


/E. COMPANY 


2nd FLOOR RIEGER BLDG.—1121 GRAND AVE. 
TELEPHONE Victor 2350 


KANSAS CITY, MISSOURI 


ISLE BUILT LIMBS 


Approved by the 
American College of Surgeons 


Careful Fitting Assures 
Walking Comfort 


Grandview 


KANSAS CITY, KANSAS, (26th St. and Ridge Ave.) 


Sanitarium 


A High Grade Sanitarium and Hospital of 
super accommodations for the care of: 
NERVOUS DISEASES 
MILD PSYCHOSES 
THE DRUG HABIT 
AND INEBRIETY. 


Situated on a 20-acre tract adjoining City Park 
of 100 acres. Room with private bath can be 
provided. 


The City Park line of the Metropolitan Railway 
passes within one block of the Sanitarium. 


Management strictly ethical. 
Telephone: Drexel 0019 


E. F. DeVILBISS, M.D., SUPT. 


OFFICE, 1124 PROFESSIONAL BLDG., KANSAS CITY, MO. 
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Before the Can 


To prevent oxidation or change in the physical or chemical composi- 

tion of S.M.A., the atmosphere is exhausted from the container and is 

replaced with nitrogen which keeps the contents — S.M.A.— fresh 
and sweet in any climate. 


The physical and chemical character of S.M.A. is always 
the same, providing a vitamin A, B,, and D activity in 
each feeding that is constant throughout the year. 


S.M.A. feedings are always uniform whether they are 
prepared in Maine or California. 


NORMAL INFANTS RELISH S.M.A. — DIGEST IT EASILY AND THRIVE ON IT! 


S. M.A. és a food for infants — derived altogether forming an antirachitic food. 


from tuberculin tested cows’ milk, the 
fat of which is replaced by animal and 
vegetable fats including biologically 
tested cod liver oil; with the addition 
of milk sugar and potassium chloride; 


When diluted according to directions, it 
is essentially similar to human milk 
in percentages of protein, fat, carboby- 
drate and ash, in chemical constants 
of the fat and in physical properties, 


S.M.A. CORPORATION e 8100 McCORMICK BOULEVARD e CHICAGO, ILLINOIS 
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HOW MUCH SUN 


Does the Baby 


Really Get? 


THIS BABY has been placed in the 
sunlight. (1) The mother discovers the 
baby is blinking, so she promptly 
shields its eyes and much of its face 
from the light. (2) Since the baby’s 
body is covered, the child will then be 
getting only reflected light or “sky- 
shine” which is only 50% as effective 
as direct sunlight as an antiricketic 
agent (Tisdall). (3) Even if the baby 
were exposed nude, it has never been 
determined how much of the ergosterol 
of the skin is synthesized by the sun’s 
rays (Hess). (4) Time of day also will 
affect the amount of sunshine or sky- 
shine reaching this baby’s face. At 8:30 
A. M., average loss of sunlight, regard- 
less of season is over 31% and at 3:30 
P. M. is over 21%. (5) Direct sun- 
light, moreover, is not always 100% 
efficient. U. S. Weather Bureau maps 
show that percentage of possible sun- 
shine varies in different localities, due 
to differences in meteorological con- 
ditions. (6) In cities, smoke and dust, 
even in summer, are other factors re- 
ducing the amount of ultraviolet light. 


While Oleum Percomorphum cannot replace the sun, it 
is a valuable supplement. Unlike the sun, it offers meas- 
urable potency in controlled dosage and does not vary 
from day to day or hour to hour. It is available at any 
hour, 1egardless of smoke, season, geography or cloth- 


ing. A rich source of vitamins A and 
D, Oleum Percomorphum can be ad- 
ministered in drops, which makes it an 
ideal year-round antiricketic. Use the 
sun, too. 


FOR GREATER ECONOMY, 
the 50 cc. size of Oleum Percomorphum is now 
supplied with Mead’s patented Vacap-Dropper. 
It keeps out dust and light, is spill-proof, un- 
breakable, and delivers a uniform drop. The 10 
ce. size of Oleum Percomorphum is still offered 
with the regulation type dropper. 


MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S.A. 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reachi eT Wbegzed pepper si 


mec 
OLEUM PERCOMORPHUM 
Ethically Marketed — Not Advertised to the Public 
(2) 
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